















International 
Abstract of Surgery 


NOVEMBER, 1920 


Supplementary to 


Surgery, Gynecology and Obstetrics 


DEAN D. LEWIS, General Surgery 


EDITORS 


FRANKLIN H. MARTIN, Chicago 
SIR BERKELEY MOYNIHAN, C.B., Leeds 


PAUL LECENE, Paris 


CAREY CULBERTSON, Abstract Editor 


DEPARTMENT EDITORS 
HOLLIS E. POTTER, Roentgenology 


CHARLES B. REED, Gynecology and Obstetrics FRANCIS LANE, Surgery of the Eye 


LOUIS E. SCHMIDT, Genito-Urinary Surgery NORVAL H. PIERCE, Surgery of the Ear 
JOHN L. PORTER, Orthopedic Surgery T. MELVILLE HARDIE, Nose and Throat 
CONTENTS 
D>, MIN 0 3 ina: Skt dn vise Seeded Radi Ne ae wes CONN hig ii 
II. Index of Abstracts of Current Literature.............. ili 
III. Abstracts of Current Literature................. 345-419 
IV. Bibliography of Current Literature.............. 420-432 





Editorial communications should be sent to Franklin H. Martin, Editor, 30 N. Michigan Ave., Chicago 
Editorial and Business Offices: 30 N. Michigan Ave., Chicago, Illinois, U. S. A. 


Publishers for Great Britain: Bailliere, Tindall & Cox, 8 Henrietta St., Covent Garden, London, W. C. 







































Albray, R. A., 392 
Anglade, 418 
Ashurst, A. P. C , 358 
Atkinson, D. T., 415 
Bailey, C. F., 445 
Baldwin, J. F., 399 
Barcroft, J., 388 
Bartlett, W., 357 
Bevan, A. D., 368 
Bland-Sutton, J., 368 
Blank, G., 384 
Bogert, L. J., 387 
Borchgrevinc, O., 377 


Boribarn-Wetchagit, L., 398 


Brandao Filho, A., 378 
Braun, 383 

Briggs, H. H., 416 
Brown, W. H., 389 
Brunner, A., 350 
Bugbee, H. G., 411 
Bunts, F. E., 360 
Cameron, D. F., 301 
Cassamajor, L., 353 
Cattell, M., 348 
Chalier, A., 398 
Chavanne, F., 415 
Chubb, G., 354 

Chute, A. L., 413 
Coleman, C. C., 351 
Cooper, G., 379 
Costantini, H., 361, 386 
Crile, G. W., 360 
Cullom, M. M., 418 
D’Agostini, F., 360 
Davies, B. C., 419 
Deavor, T. L., 412 
Decker, R., Jr., 370 
Dederer, C., 388 
DeLee, 404 
DeMartel, T., 367 
DeRom, 400 
Desfosses, P., 375 
Deve, F., 383 
Dieffenbach, W. H., 373 


AUTHORS 


OF THE ORIGINAL CONTRIBUTIONS WHICH ARE ABSTRACTED IN THIS NUMBER 


Downes, W. A., 363, 366 
Ducroquet, C., 379 
Dunet, C., 308 
Eastman, J. R., 340 
Einhorn, M., 370 
Ellis, A. G., 398 

Ely, L. W., 374 
Fischel, E., 353 
Fischer, O., 380 
Frank, L., 306 
Furness, W. H., 385 
Gabriel, W. B., 347 
Galloway, H. P. J., 376 
Geraghty, J. T., 410 
Gillon, G. G., 366 
Gording, R., 417 
Grant, W. W., 307 
Guerin-Valmale, 402 
Guisez, J., 362 
Haggard, W. D., 355 
Hall, M. W., 370 
Hammer, A. W., 346 
Hammond, F. C., 400 
Hansen, I., 396 
Hardy, W. F., 414 
Hays, H. M., 414 
Herrick, W. W., 401 
Hertzka, E., 375 
Hill, C. G., 414 
Hohlbaum, J., 372 
Honeij, J. A., 387 
Huber, G. C., 383 
Hyman, A., 407 
Ives, R. F., 385 

Ivy, R. H., 354 
Jackson, C., 360 
Jardine, R., 402 
Josselin de Jong, 368 
Judd, E. S., 363 
Kennedy, A. M., 402 
Kimball, O. P., 355 
King, E. L., 405 
Kinoshita, M., 411 
Klemptner, L., 416 


Kolischer, G., 400 
Lahey, F. H., 356 
Lanza, C., 397 

Law, A. A., 374 
Lee, W. E., 385 
Lenormant, C., 351 
Lewis, D., 382, 383 
Lilienthal, H., 359 
Lydston, G. F., 411 
MacNider, W. D., 388 
Manley, O. T., 380 
Mann, F. C., 388 
Marine, D., 355, 380 
Marshall, H. W., 350 
Mason, J. T., 356 
Mayer, E., 416 
Mayo, C. H., 378 
Mayo, W. J., 364 
Meehan, A. V., 377 
Mellon, R. R., 387 
Meyer, H., 376 
Michaélsson, E., 4c8 
Milone, C., 384 
Mocquot, P., 361 
Moszkowicz, L., 360 
Muecke, F. F., 414 
Mullin, W. V., 416 
Newcomet, W. S., 303 
Norton, J. F., 347 
Notkin, S. J., 400 
Novak, E., 306 
Nové-Josserand, G., 381 
Paddock, C. E., 401 
Palmer, A. C., 405 
Pantolini, M., 307 
Pattee, J. J., 414 
Pearce, L., 380 
Penfield, W. G., 400 
Perthes, G., 373 
Philip, 418 

Power, D., 346 
Prusik, B. K., 386 
Quain, F. P.. 340 





INTERNATIONAL ABSTRACT OF SURGERY 


Reed, C. A. L., 371 
Remer, J., 392 
Rendu, A., 381 
Richey, D. G., 407 
Roberts, P. W., 375 
Robinson, M. R., 399 
Ross, G. G., 372 

Roy, D., 418 

Russell, R. H., 363 
Sachs, E., 352 
Shearer, J. S., 490 
Silk, G. F. W., 349 
Skillern, R. H., 416, 417 
Sonnenschein, R., 416 
Soupault, R., 351 
Spencer, W. H., 360 
Spiers, H. W., 378 
Stanley, L. L., 412 
Stein, A., 371 
Stevens, T. G., 396 
Stewart, W. H., 371 
Stierlin, E., 364 
Stone, H. B., 360 
Sullivan, J. J., Jr., 417 
Terry, W. IL., 368 
Thompson, J. E., 383 
Thompson, L., 408 
Thomson, S., 419 
Tichy, H., 360 
Timberlake, G., 411 
Torre y Blanco, J., 302 
Tranter, C. L., 382 
Tuffier, 361 
Underhill, F. P., 387 
Vanderhoof, D., 381 
Vayssiere, E., 402 
Villar, A., 403 
Wehner, E., 348 
Wessler, H., 358 
Williamson, H., 345 
Witherbee, W. D., 392 
Woolsey, G., 365 
Young, G., 414 











INTERNATIONAL ABSTRACT 
OF SURGERY 





NOVEMBER, 1920 





ABSTRACTS OF CURRENT LITERATURE 
GENERAL SURGERY—SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE 


Bailey, C. F.: The Removal of Metallic Foreign 
Bodies by Surgical Operations under Direct 
X-Ray Control. Lancet, 1920, cxcix, 125. 


The author highly recommends the removal of 
foreign bodies under direct X-ray control and states 
that this method is easy and sure, that the aver- 
age time of operation is appreciably reduced, and 
that the after-results are excellent. X-ray plates 
and surface markings do not always give satisfac- 
tory information with regard to the location of for- 
eign bodies, as evidenced occasionally by severe 
damage in the form of excessive scar tissue and dis- 
ability resulting from unsuccessful search. Consul- 
tation of the surgeon with the radiclogist prior to 
operation may overcome some of the difficulties. 

The essentials of a suitable equipment for direct- 
control operations are: (1) freedom from the possi- 
bility of shock to the patient or bystander, (2) X-ray 
protection for all, and (3) rapidity and ease in the 
manipulation of the apparatus. The main points of 
distinction in the apparatus are: (1) a simple five- 
ply, wood-topped table, with nothing whatever 
attached, (2) a light oak tube stand on the opposite 
side of the table controlled by the radiologist who 
stands by the surgeon’s side, and (3) satisfactory 
X-ray protection. 

A large, well-lighted, well-ventilated room with 
dark-red walls is desirable; ventilation may be 
obtained after operations. Artificial light and light- 
proof blinds are necessary. One powerful, shaded, 
movable electric light should hang over the table 
for the surgeon, a weaker, shaded light should hang 
beside it as a substitute, and another weak light 
should be provided for the anesthetist. The use of 
red-glass goggles has been advised, but is not 
practical. 

The objections raised to the procedure are based 
on: (1) inability to see anything on the screen, (2) 
the danger of operations with the screen, and (3) 
inability to maintain asepsis. H. W. Hunp.inc. 


Williamson, H.: A Note on the Value of Blood 
Transfusion before Operation in Severe Sec- 
ondary Anzemias. Proc Roy. Soc. Med., Lond., 
1920, xiii, Sect. Obst. and Gynec., 149. 

The author reports a case of uterine fibromyomata 
complicated by severe uterine hemorrhage of six 
weeks’ duration. At the time the case was received 
at the hospital for operation the red blood cells 
numbered 1,670,000 per cubic millimeter and the 
white cells, 52,000 per cubic millimeter, while 
the hemoglobin amounted to only 22.5 per cent. 
The patient was very restless and breathless; the 
pulse was 130 and.of poor volume; the temperature, 
ror° F.; the tongue, dry and furred. Incontinence 
of both urine and feces was associated with fre- 
quent vomiting. 

For six days following the patient’s admission 
to the hospital her general condition continued to 
become much worse, the red blood count falling 
to 845,000 per cubic millimeter. On the sixth day 
600 ccm. of citrated blood were transfused into the 
median basilic vein. The effect was most decided. 
Three days later the temperature was normal, the 
vomiting had ceased, and control over the bladder 
and rectum had returned. The red cells had risen 
to 3,485,000, and the white cells had fallen to 
29,000 per cubic millimeter. 

Fifteen days later, the patient’s general condition 
being greatly improved, a subtotal hysterectomy 
was performed with the removal of the tubes and 
ovaries. This was followed by an uninterrupted 
recovery and the patient left the hospital quite well 
at the end of three weeks. On the day of her dis- 
charge the red cells numbered 4,250,000 and the 
white cells, 10,400. 

The author suggests that blood transfusion should 
be performed before delivery in cases of severe 
antepartum hemorrhage and before operation in all 
cases in which there is a very severe anemia as it 
diminishes the risk of the operation, lessens the 
liability to thrombosis, and shortens the period of 
convalescence. Cart H. Davis. 
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Power, D.: The After-Treatment of Some Surgical 
Cases. Practilioner, 1920, cv, 1. 

Power deals with the after-treatment of surgical 
cases with regard to vomiting due to the anesthetic, 
pain, drainage, sutures, and diet. 

Vomiting due to the anesthetic. The odor of ether 
may be lessened by the use of eau-de-Cologne and 
water on a handkerchief or sprinkled on the beard 
or mustache. The taste may be reduced by means 
of a mouth wash of carbolate of soda (phenol, 8 parts, 
caustic soda, 314 parts, distilled water, 8814 parts 
diluted ten or twenty times) or a mixture of 6 gr. 
of phenol and 5 gr. of citric acid to an ounce of eau- 
de-Cologne diluted to 2 oz. with warm water. 
Severe vomiting may be controlled by giving sips of 
hot water or, in more severe cases, hot water con- 
taining 15 gr. of soda bicarbonate. This will afford 
relief even though it may be vomited immediately. 
At times nothing should be given by mouth. In 
such cases a sedative enema consisting of 20 gr. of 
potassium bromide, 20 gr. of chloral hydrate, and 
2 oz. of mucilage of starch may be administered and 
the stomach washed out with a stomach tube. Some- 
times after prolonged vomiting it may be better to 
give solid food instead of liquids. 

Pain. The pain usually felt after an operation 
is due to gas rather than to the operative wound. 
One-hundredth of a grain of hyoscine hydrobromide 
may be given before the operation or '4 gr. of mor- 
phia before the patient leaves the table. The dress- 
ings and the wound should always be carefully 
examined whenever pain is present. In most cases 
15 gr. of aspirin will be sufficient to afford relief. 
The same dose may be repeated in four hours. 
Because of its masking effect, the author does not 
give morphine unless it is absolutely necessary. 
When it is indicated, however, he gives 14 gr. in 
one dose, believing this better than two doses of 
14 Qt. 

Drainage. If a drainage tube is employed it should 
be sufficiently large so that it will not become 
blocked by secretions. When the wound is expected 
to heal by first intention, the tube should be re- 
moved at the end of twenty-four or forty-eight 
hours. It must not be left in place too long for as 
soon as adhesions are formed around it, its work is 
completed. It should then be replaced with a light 
gauze packing. After its removal the incision 
through which it passed should be treated in the 
same manner as the rest of the wound. 

Aperients. The aperient of choice is castor oil 
(6 to 8 dr.) supplemented, when necessary, by a 
soap and water enema. When the patient objects to 
oil, 2 or 3 gr. of calomel with 14 gr. of powdered 
opium may be given to prevent griping, or 1 gr. of 
calomel hourly for five hours if necessary. White 
mixture is the most satisfactory routine aperient 
during convalescence. 

Sutures. Sutures are usually removed seven days 
after their insertion, but in lesions of the face they 
should be taken out on the third or fourth day, and 
in cases of intussusception, between the tenth and 
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the fourteenth days. They should be removed with 
great care in order that the scar may not be put to 
undue tension. Silkworm-gut and horsehair are 
the suture materials most frequently employed. 
Food. Milk is a solid rather than a liquid and 
therefore should be used with discretion. If neces- 
sary it should be predigested. Milk is not a satis- 
factory food after operations for hare-lip or cleft 
palate unless care is taken to cleanse the mouth 
after each feeding. Following a gastro-enterostomy 
no leakage occurs after seventeen hours, but nothing 
should be given for twenty-four hours. Thirst may 
be controlled by salt solution given by rectum. At 
the end of twenty-four hours dram doses of whey 
should be given every half hour for three hours, and 
then 1 oz. or a little weak tea every hour for three 
hours. The quantity may then be increased to 5 oz. 
every four hours. At this time essence of glucose or 
similar foods may be substituted. The principle 
of this régime is to allow food to trickle through the 
stomach without distending it. Vomiting is an 
indication that all feeding should be stopped. When 
it isresumed, smaller quantities should be given. 
Irwin W. Bacu. 


Hammer, A.W.: Vomitins from a Surgical View- 
point. NV. York M.J., 1920, exii, 64. 


Hammer considers vomiting an important symp 
tom in the syndrome of many of the major surgica|! 
maladies. He discusses it first in connection with 
acute or chronic cerebral lesions. Vomiting due to 
cerebral conditions may occur when digestion is 
at its height and closely simulate a case of indiges 
tion, as in a sudden apoplectic seizure. When 
sudden vomiting with or without nausea occurs in a 
middle-aged person or a patient of advanced age and 
there is no evidence of gastric involvement, the 
emesis being painless and the ejected matter com- 
posed of mucus or a watery fluid, the possibility 
that cerebral haemorrhage is a causative factor 
should be considered. 

Vomiting is frequently associated with exoph- 
thalmic goiter and in such cases is believed to be 
partly of nervous origin. Intractable vomiting 
occurs frequently in biliary colic and often no other 
symptom save epigastric pain is present during the 
first twenty-four or forty-eight hours. 

The primary nausea and vomiting of acute appen- 
dicitis is reflex in character and manifested early 
in the disease. Almost invariably it is the second 
symptom, pain being the first. It is the result of 
an overdistended condition of the appendix caused 
by the retention of infected matter in that portion 
of the gut. Secondary nausea and often persistent 
vomiting are due to peritoneal involvement. 

Vomiting is an early symptom of acute peritonitis 
and frequently continues throughout the course of the 
disease. With the decrease of peristalsis and intestinal 
absorption, putrefactive changes occur and the 
bowels become overdistended with gas. As a result 
of reversed peristalsis, which represents an effort 
on the part of the bowels to overcome the distention, 
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the contents of the upper intestine are forced into 
the stomach to be finally disposed of by vomiting. 

The importance of vomiting as a cardinal symp- 
tom is well illustrated in certain cases of hernia 
in which abdominal pain and vomiting are the only 
two symptoms which attract attention. In every 
case of vomiting associated with abdominal pain, 
therefore, a careful examination should be made 
for hernia as the symptom may be due to the incar- 
ceration of asmall knuckle of the intestines in a 
hernial sac. In strangulated hernia vomiting is an 
early and serious symptom. At first it is reflex 
in character, but later becomes regurgitant. 

In intestinal obstruction first the stomach con- 
tents are vomited, then the bile, and finally the 
duodenal contents. In the beginning the vomitus 
is odorless but a few days later it becomes fecal in 
nature. A lesion in the upper part of the small 
intestine is characterized by the rapid oncoming of 
vomiting of a violent and expulsive nature, while 
in obstruction of the large intestine there may be 
eructations of gas without vomiting or vomiting is 
a later symptom which generally follows tympanites. 
The fecal nature of the vomitus in obstruction of 
the large intestine may be ascribed to the regurgitat- 
ed matter from the upper bowel as there is no 
evidence that the contents of the large intestine are 
ever vomited. In intussusception, facaloid vomiting 
is exceptional. 

Regurgitant vomiting following the operation of 
gastro-enterostomy is due to several causes, pro- 
minent among which are too free and careless 
handling of the intestine, a kinking of the bowel at 
the point of anastomosis, and too firm pressure due 
to faulty clamping. Because of improvements in 
surgical technique and the better understanding 
of abdominal surgery, this deplorable sequela is 
much more rare today than formerly. 

Diseases, deformities, and malpositions of the 
female generative organs may give rise to a series 
of symptoms, not the least conspicuous of which 
in many instances, are nausea and vomiting. 

The author suggests that when the causes of 
vomiting are not plainly indicated, an investigation 
should be made of every organ and bodily function. 

GEORGE W. Hocuren. 


Gabriel, W. B.: Hemorrhage following the Opera- 
tive Treatment of Internal Hemorrhoids, with 
Particular Reference to Severe Secondary 
Hemorrhage. Lancet, 1920, cxcix, 121. 


The author bases his paper on an analysis of 500 
cases of internal hemorrhoids in which operation 
was performed at St. Mark’s Hospital. Ligation 
operations were done in 470 instances, 18 patients 
were treated with the clamp and cautery, and the 
Whitehead operation was done in 12 cases. 

The three patients with intermediate hemorrhage 
were treated by plugging the rectum and were given 
morphine to keep them quiet. 

Severe secondary hemorrhage, which is an uncom- 
mon complication, occurred in 5 cases, in all of 
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which a ligation operation had been done. Slight 
secondary hemorrhage occurred in 8 cases, in 7 of 
which a ligation operation had been done. The 
average date of hemorrhage was the seventh day 
after operation. The usual causes were infection, 
trauma, anemia, and general debility, and, to a 
less extent, blood diseases such as hemophilia. 

The symptoms produced may be very slight. 
The most common sign is a trickling of blood from 
the anus. The patient should be confined to bed 
and carefully watched for any general signs cf ham- 
orrhage as the quantity of blood escaping is not an 
index of the real amount of bleeding. If signs of 
severe hemorrhage are present a tubular speculum 
should be passed and the exact amount of hemor- 
rhage determined. 

The most satisfactory treatment consists in wash- 
ing out the rectum with warm saline or lysol solu- 
tion and then plugging it by passing a rubber tube 
with a “surround,” as described by Lockhart-Mum- 
mery. The tube is removed on the following day and 
5 oz. of sterile oil are injected into the rectum; the 
bowels are kept open by suitable aperients. 

The author believes that by the treatment out- 
lined in this article the most severe secondary hem- 
orrhages following operations for hemorrhoids can 
be controlled successfully. G. S. Foutps. 


ASEPTIC AND ANTISEPTIC SURGERY 


Norton, J. F.: Soaps in Relation to Their Use for 
Hand Washing. J. Am. AM. Ass., 1920, Ixxv, 302. 


The Food and Drugs Act of 1906 does not prohibit 
advertising or the issuing of circulars which contain 
fraudulent claims as to the desirable qualities of 
foods or drugs. It is applicable merely to the pack- 
age or container. The same ruling applies to soaps. 
Soaps are now advertised as being ‘‘antiseptic for 
wounds, etc., including cancerous infections and for 
bathing in contagion.” 

Chemical tests have shown that certain soaps 
are free from bacteria and that when they are 
rubbed over the body the skin is rendered sterile. 

The “phenol coefficient” is supposed to be the 
gauge of the antiseptic power of soap. While 
admitting that soap solutions in sufficient concen- 
tration are antiseptic, though not germicidal, the 
author questions the value of the phenol coefficient 
as there is a great difference between the laboratory 
tests and the actual use of the soaps. 

According to certain army statistics influenza was 
more prevalent among groups of persons who washed 
their dishes in a common receptacle, and it may be 
concluded therefore that the bacteria were trans- 
mitted from the hands of one person to those of 
another through the medium of the dish water. 

Different observers have found most of the com- 
mon pathogenic organisms on the hands of patients, 
carriers, and hospital attendants. 

To date, the only experiments on the actual anti- 
septic properties of soap in hand washing were those 
made by Symes in 1899. Symes found that solu- 
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tions of soap with biniodide of mercury would kill 
suspended cultures of bacteria, but that ordinary 
washing with mercuric iodide soap does not sterilize 
the hands. 

In the author’s experiments he attempted to 
determine: 

1. The relative efficiency of various soaps in 
removing bacteria from the hands. 

2. The relative germicidal power of the soap solu- 
tions obtained in washing toward bacteria removed 
from the hands. 

3. The bacterial condition of the hands after 
washing, i.e., whether they were sterile or not. 

4. The effect, if any, of the soap remaining on the 
hands, the action of different soaps in this respect 
being compared. 

The experiments were carried out with twelve 
different soaps picked at random and varying from 
the cheapest toilet soaps to the expensive so-called 
‘antiseptic’ and “‘ germicidal’? soaps. The experi- 
ments were made during various seasons of the year on 
students and members of a laboratory staff. Differ- 
ent methods were used which included in general 
the rinsing of the hands in sterile water and then the 
counting of the bacteria or groups of bacteria pres- 
ent. Cultures and platings also were made. 

The conclusions drawn from these experiments 
are as follows: 

1. The hands are not rendered sterile in the 
ordinary process of washing. More bacteria are 
removed by the ordinary toilet soaps than by the 
special soaps. In other words, the cleansing proper- 
ties of a soap are more important than its germici- 
dal or antiseptic constituents. 

2. The soap solution obtained in hand washing 
is of no practical germicidal or antiseptic value. 

3. In the whole process of hand washing done in 
the usual manner the special so-called ‘‘ germicidal” 
or ‘“‘antiseptic”’ soaps exhibit none of the special 
properties ascribed to them. 

4. Since the hands may serve as a medium for 
the conveyance of bacteria in infectious diseases, 
it is important to render them as sterile as possible. 
For this purpose the ordinary toilet soaps are as 
effective, if not more effective, than the special 
brands of so-called “antiseptic” or ‘‘ germicidal” 
soaps. Marcus H. Hosart. 


ANZSTHESIA 


Wehner, -E.: The Effect of Anesthetics on Inflam- 
mation; Therapeutic Experiment in Erysipelas 
(Zur Beeinflussung der Entzuendung durch Anaes- 
thesie; therapeutischer Versuch beim Erysipel). 
Zentralbl. f. Chir., 1920, xlvii, 569. 

Clinical observations by Spiess, Wilms, and others 
have demonstrated that inflammation does not 
occur following subcutaneous anesthetization of the 
peripheral sensory nerves. This fact has been con- 
firmed experimentally by Bruce. Breslauer ob- 
served further that the Pirquet reaction is delayed 
and weakened by the subcutaneous injection of novo- 
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caine. On the basis of these findings Wehner injected 
a 1 per cent solution of novocaine and adrenalin in a 
case of erysipelas, making the injection around the 
border of the inflamed skin on one side only. On this 
side the spread of the erysipelas was checked, 
whereas on the side which was not anesthetized it 
advanced over the sound skin. In the author’s opinion 
such injections may prevent also the subcutaneous 
spread of the inflammation in erysipelas. 
e Harms (Z) 


Cattell, M.: Experimental Studies on the Effects 
of Anesthetics in Shock. Am. J. Surg., 1920, 
xxxiv, Anes. Supp., 89. 

From the results of experiments on over 150 ani- 
mals Cattell draws the following conclusions: 

1. In the normal animal ether rapidly adminis- 
tered causes a moderate fall in blood pressure, which 
is followed immediately by recovery so that by the 
time a degree of anesthetization sufficient to cause 
the disappearance of the eye reflex is reached the pres- 
sure is normal. In shock the animal becomes very 
sensitive to ether, the same degree of anesthesia 
produced under similar conditions resulting in a 
marked drop in the blood pressure. 

2. Sensitiveness to ether is increased by any fac- 
tor, such as low blood pressure, hemorrhage, severe 
operation, or the injection of acid into the circula- 
tion, which tends to depress the animal’s general 
condition. 

3. In a shocked animal sensitive to ether the 
same degree of anesthesia may be obtained with 
nitrous oxide and oxygen as is produced by ether 
without a fall in the blood pressure. 

4. Studies of the heart volume in cats, contrac- 
tions of the isolated turtle heart, and deductions 
from blood-pressure determinations show that from 
the very beginning of its administration ether causes 
a depression of the heart and an increase in its out- 
put which is sufficient to account for the fall in pres- 
sure in both the normal and the shocked animal. 

5. Large doses of adrenalin injected intravenously 
into shocked animals usually cause the disappearance 
of the sensitiveness to ether for a period of an hour 
or more. This evidence indicates that adrenalin 
counteracts the effects of ether. Pituitrin does not 
influence the pressure drop produced by ether in the 
shocked animal. 

6. Determinations of leg volume with a plethys- 
mograph, perfusion experiments, the results obtained 
from the injection of ether directly into the circula- 
tion. and blood pressure curves indicate that ether 
causes a contraction of the peripheral vessels in the 
normal animal. This contraction is due to: (1) 
direct stimulation of the vasomotor center, and (2) 
a reflex to the fall in pressure resulting from depres- 
sion of the heart. In shock no evidence of a vaso- 
constriction produced by ether has been obtained, 
and pressor effects from asphyxia or sensory nerve 
stimulation become less or are entirely absent. 

7. The greater depressing influence of ether on the 
blood pressure in shock is due to a disturbance of 
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the vasomotor system. The usual compensatory 
constriction no longer occurs to offset the decreased 
output of the heart, so that there is no recovery of the 
blood pressure during the inhalation of ether but, 
instead, the pressure continues to fall. This might 
be due to a depression of the vasomotor center or 
maximum constriction. IsABELLA C. HERB. 


Eastman, J. R.: The Advantages of Local Anzs- 
thesia in Thyroid Operations. J. Am. M. Ass., 
1920, Ixxv, 166. 


Among the chief dangers of general anesthesia in 
goiter operations are: (1) postoperative pneumonia; 
(2) overtaxing of the heart; (3) overtaxing of the 
kidneys; (4) failure to block sensory nerve paths 
which results in the needless consumption of nervous 
energy, as explained by Crile; (5) injury of the re- 
current laryngeal nerve; and (6) asphyxia. 

Advantages of local anesthesia from the stand- 
point of operative technique are: 

1. More perfect hemostasis may be obtained 
through the use of suprarenal extract in non-toxic 
cases. 

2. Dissection of the skin flap may be performed 
more easily and more quickly because of the thicken- 
ing of the panniculus adiposus from inhibition of the 
solution. 

3. The gland may be delivered more easily be- 
cause of the elevation of the lobes on the water-bed 
and the thickening of the capsule. 

4. As the patient is able to speak, the operator 
has a constant check on such factors causing exhaus- 
tion as the pressure of instruments on the vital struc- 
tures of the neck which results in discomfort if not 
direct embarrassment of respiration and circulation 
with asphyxia. 

5. The patient is able to inform the operator at 
all times whether his head and neck lie in a com- 
fortable and therefore a correct and safe position. 

6. Local anesthesia demands gentle manipulation 
of the tissues which minimizes pressure on the gland 
with its danger of over-activation of the heart, as 
proved by Cannon. 

7. Postoperative nausea, vomiting, and strang- 
ling, with the attendant risk of bleeding, are prac- 
tically eliminated. 

8. The patient is able to take liquids by mouth 
immediately after the operation and therefore the 
necessity for proctoclysis, which is annoying to ex- 
citable toxic patients, is eliminated. 

Howarp A. McKnicut. 


Silk, G. F. W.: A Mcdification of the Open Ether 
Method. Am. J. Surg., 1920, xxxiv, Anes. Supp., 82. 


The disadvantages attending the use of ether 
alone are: 

1. The period of induction is prolonged. 

2. Nearly all patients object to the taste and 
smell of pure ether. 

3. In the cases of over-robust and alcoholic 
patients complete muscular relaxation appears 
to be difficult or impossible of attainment. 
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4. The amount of ether used is often excessive. 

5. The flow of mucus and saliva may be excessive. 

Usually the anesthetist seeks to overcome these 
difficulties by beginning with a little chloroform 
or some mixture of chloroform and ether (equal parts 
of chloroform and ether, 1 part of chloroform and 2 
parts of ether, or 2 parts of chloroform and 3 of 
ether). This is generally administered upon the 
mask used for the ether alone, that is, twelve to 
sixteen layers of gauze with an under-lying face 
pad. Pure ether is substituted as soon as it is 
thought that the patient will no Jonger object to 
the change. In many, perhaps in the majority, 
of instances this plan succeeds well enough for 
all practical purposes, but in rather a large number 
of cases a tendency to respiratory cardiac failure 
develops in the course of two or three minutes after 
the change to pure ether has been made. The 
author believes also that in some cases death has 
resulted. 

As explaining this untoward outcome it has been 
suggested that the face pad and thick layer of gauze 
or lint used in the open ether process do not permit 
a sufficient dilution of the vapor with air, and that 
when the gauze is wet with the heavy, semi-viscid, 
chloroform liquid an almost impervious or closed 
system is formed, with momentary accumulations 
of dense chloroform vapor immediately over the 
mouth. It is quite clear, therefore, that if chloro- 
form or one of the strong mixtures is used for the 
induction of the anesthesia, an entirely separate 
and much thinner mask should be substituted for 
the face pad and the patient carefully watched for 
the faintest indication of respiratory or other failure. 
Slight as these changes are, however, they suffice to 
rob the open ether process of its simplicity and 
therefore are seldom adopted. 

Silk experimented with various combinations of 
chloroform and ether and decided that the best is 
a mixture of 1 dr. of chloroform and 32 dr. of ether, 
which is approximately 3 per cent of chloroform 
in ether. This mixture he uses exactly as if it con- 
sisted of ether alone, the presence of the small 
quantity of chloroform being ignored. 

Its advantages are that it is simple, safe, easily 
and rapidly administered, non-irritating, effi- 
cacious, and cheap. 

It is obvious that the possibilities of over-dosage 
with chloroform are diminished when the % dr. 
required for induction is diluted with 2 oz. of ether 
and is given during ten instead of two minutes. 
From 1 to 1% dr. of chloroform used in the course 
of an hour is not apt to do much harm. 

IsABELLA C. HERB. 


Quain, E. P.: A Mixture of Ethyl Chloride, Chloro- 
form, and Ether for General Anzesthesia—An 
Experience in War Surgery. Am. J. Surg., 1920, 
xxxiv, Anes. Supp., 79. 


General anesthesia induced by a mixture of 


ethyl chloride, chloroform, and ether was employed 
by the author with very satisfactory results in 
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Evacuation Hospital No. 114.in France. The 
method was developed by French surgeons earlier in 
the war, but apparently very few American surgeons 
became familiar with its possibilities. 

Nitrous oxide gas was seldom used at this hospital 
because: (1) it was not always obtainable; (2) the 
apparatus was often out of repair; and (3) there were 
few skilled anesthetists available. 

Ether was found to have several drawbacks in war 
surgery for acute conditions. The time required by 
the anesthetist to put the patient to sleep was 
usually a total waste for the rest of the operating 
team. A quicker anesthetic would greatly increase 
the surgical out-put of the team and incoming 
patients would receive treatment earlier. Many 
patients came to operation soon after eating, and 
distressing and dangerous vomiting was a frequent 
result of anasthetization by ether. Moreover, 
many of the wounded suffered from ‘‘colds,”’ 
tonsillitis, bronchitis, and influenza. Another ob- 
jection to the use of ether was the fact that following 
anesthesia induced by this agent the patient was 
obliged to occupy a hospital bed a certain Jength of 
time before he could be evacuated — an important 
fact when the number of incoming wounded patients 
exceeded the number of beds. 

The ethyl chloride mixture had decided advantages 
over ether in all of these respects. Savariaud’s 
mixture was adopted. This consists of 5 ccm. of 
ethyl chloride, 1 ccm. of chloroform, and 24 ccm. of 
ether mixed in a small bottle fer each anesthesia. 
A piece of dry flannel is laid over the patient’s face 
and over this is placed a second piece of flannel soaked 
with the entire 30 ccm. of the solution. A mask of 
rubberized cloth is quickly fastened over the face 
with a puckering string and the patient directed to 
breathe. A small opening in the center of the mask 
admits air as needed. 

Unconsciousness comes quickly and the operation 
is begun within one minute. There is no waiting be- 
tween operations. The anesthesia from the dose 
given lasts from fifteen to twenty minutes but may be 
prolonged by changing to ether. After the removal of 
the mask the patient wakes up promptly. Most 
patients who had walked to the operating table 
walked away from it after a ten or fifteen minute 
operation. There is no mucus in the throat and 
seldom any nausea. Emesis, if it occurs at all, 
comes after the operation. 

There was no death from the anesthesia, no syn- 
cope, and rarely any cyanosis. Struggling occurred 
occasionally at the beginning of anesthesia but was 
never serious. 

The mixture described was used in 400 cases, the 
majority of which were injuries of the extremities. 
It was the anesthetic of choice for operations 
requiring less than twenty minutes. the surgeon’s 
speed determining its scope of usefulness. It was not 
employed for surgery within the cranium, thorax, or 
abdomen. 

The method is worthy of consideration in civil 
emergency surgery. 


SURGICAL INSTRUMENTS AND APPARATUS 


Brunner, A.: Low Pressure Breathing in Practical 
Surgery (Die Unterdruckatmung im Dienste der 
praktischen Chirurgie). Deutsche Ztschr. f. Chir., 
1920, clii, 107. 

The author describes an apparatus with which it 
is possible to lower the intrathoracic pressure grad- 
ually. Because of the increased flow of blood to the 
thorax during inspiration the respiratory blood 
pressure variations during respiration are much 
greater with low pressure than with atmospheric 
pressure. During low pressure breathing the arterial 
pressure is raised whereas during high pressure 
breathing it sinks. By low pressure breathing is 
meant a decreased pressure within the respiratory 
area with atmospheric pressure on the surface of the 
body. Experiments have shown that parenchy- 
matous bleeding practically stops with low pressure 
breathing. 

A drawback to the use of the method is the danger 
of air embolism. Operations upon the skull, in the 
region of the large veins of the neck, or any area 
where veins cannot collapse are therefore contra- 
indicated under low pressure breathing. If the 
larger vessels are ligated the danger of hemorrhage 
is small. Low pressure breathing is recommended 
for exsanguinated patients because, with the addi- 
tion of oxygen, the lung capillaries and veins dilate 
and the heart chambers fill more easily. 

In low pressure breathing the blood volume is 
displaced from the extremities to the thoracic space 
and the diaphragm rises higher during expiration 
than it does with atmospheric pressure. Because of 
the decrease in the size of the chest cavity an 
enlargement equal in capacity to 1 liter occurs in 
the abdominal cavity. This increased amount of 
space may be of considerable value for the replace- 
ment of the bowels during an operation for ileus. 
As a result of the lower pressure above, a part of the 
gases from the abdominal organs will escape by way 
of the pharynx. Therefore, small amounts of gas 
may be aspirated during anesthesia. To prevent 
this the patient should be placed in the Trendelen- 
burg position. FRANGENHEM (Z). 


Marshall, H. W.: A Ready-To-Wear Brace for 
Strained Muscles and Ligaments. Boston M. 
& S.J., 1920, clxxxiii, 98. 


In a short article the author explains the advan- 
tage of having braces ready to wear directly after 
an injury. The pathology which takes place in a 
torn muscle or ligament is well considcred and de- 
scribed. The advantages of early treatment witha 
proper mechanical] appliance which immobilizes the 
parts but can be removed for massage, exercise 
and external applications before serious changes 
have taken place in muscles and ligaments are 
discussed. 

Ready-to-wear braces are especially valuable in 
cases of low spinal injuries and are preferable to 
plaster, adhesive strapping, abdominal supports, 
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rest in bed, or waiting for the manufacture of a 
brace. 

The author has some fifteen spinal supports 
differing in weight, strength, and size which can be 
applied at once and afford great relief. These braces 
are made to fit the patient by bending them with a 
wrench and may be used on different persons. 


SURGERY OF THE 


HEAD 


Lenormant, C., and Soupault, R.: Tuberculosis 
of the Cranial Vault (La tuberculose de la voite 
cranienne). Presse méd., Par., 1920, xxvii, 494. 


The authors have observed 2 cases of tuberculosis 
of the cranial vault within one year. They believe 
that the affection occurs more frequently than is 
commonly believed. In t1g910 Pelletier collected 
and tabulated 206 cases from the literature. 

Cranial tuberculosis is seldom primary; it is almost 
always associated with lesions of other bones or 
lesions of the lungs, and in very rare instances with 
a meningeal or cerebral tuberculosis. The patients 
are usually young. While any of the bones of the 
head may be affected, the disease is found usually 
in the frontal or parietal regions. Pelletier’s collected 
cases included 78 frontal and 76 parietal lesions 
but only 15 temporal and 18 occipital lesions. The 
lesion generally originates in the abundantly vas- 
cularized spongy portion of the bone and spreads 
to the internal and external surfaces. The two 
tables are invaded simultaneously but not usually 
to the same extent, the deeper surface being more 
deeply invaded. 

Cranial tuberculosis may evolve in either of two 
forms: as a perforating tuberculosis or as a pro- 
gressive infiltrating tuberculosis. The authors 
consider the term “perforating tuberculosis” in- 
exact, believing that the condition to which it is 
applied should be designated as ‘“‘circumscribed 
tuberculosis. ”’ 

In the circumscribed form the lesion may involve 
the external table only or may spread extracranially 
or intracranially. As a rule the infiltration forms 
fungosities between the inner table and the dura 
mater, and at times an extradural tumor is formed. 

Progressive infiltrating cranial tuberculosis is 
characterized by the extensive progress of the dis- 
ease. First the extradural region is rapidly involved 
and then the exterior where the condition is mani- 
fested in the form of abscesses. While it is generally 
considered that this form of cranial tuberculosis 
results from a progressive infiltration of the bony 
tissue by the infection, the authors are inclined to 
the opinion that the propagation occurs through 
the fungosities between the bone and the dura 
rather than through the bone. 

There are three phases in the clinical evolution 
of cranial tuberculosis before the appearance of the 
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SimiJar principles. may be employed in the 
manufacture of ready-to-wear braces for injuries 
to the neck, hips, elbows, wrists, ankles, and feet. 
Great relief is given by the early application of 
correct apparatus, and the apparatus described is 
much less expensive than the ordinary manufactured 
supports. Car C, CHATTERTON. 


HEAD AND NECK 


external abscess. First there is localized pain which 
is elicited especially on pressure, then a hard tumor, 
and finally, after the periosteum has been perforated, 
a fluctuant tumor. The presence of such a fluctua- 
ting abscess is an infallible diagnostic sign as in no 
other affection is an extracranial collection of fluid 
formed without acute reactional phenomena. After 
opening of the abscess fistulization occurs. 

Cranial tuberculosis is rarely associated with 
cerebral symptoms due to compression or irritation 
of the meninges. In the 206 cases collected by 
Pelletier such symptoms were observed in only 4 
instances and there were only 9 cases of meningeal, 
and 4 cases of cerebral tuberculosis. 

The prognosis depends both on the presence of 
complicating bacterial lesions and the anatomical 
form of the tuberculosis. If the tuberculosis is 
primary and circumscribed and if proper treatment 
is given the prognosis is always favorable. 

The only efficacious treatment of tuberculosis of 
the cranial vault is complete excision of the affected 
tissues. The osseous resection should surpass the 
limits of the infiltration and all extradural] fungos- 
ities should be carefully curetted. When the area 
is circumscribed the operation is simple and only 
slightly mutilating. In the infiltrating form an 
extensive craniectomy and resection are indicated. 
Repeated operations are often necessary to prevent 
recurrences and obviate the formation of fistula. 
In 1 case reported by Israel the patient was sub- 
jected to 35 operations in seven years. 

Pelletier’s statistics included 76 cases of cranial 
tuberculosis treated surgically. In these there were 
52 complete recoveries, 8 recoveries with fistula, 
and 16 deaths. 

The two cases reported by the authors were: 
(1) a case of circumscribed parietal tuberculosis on 
the right side in a woman 35 years of age; and (2) 
a case of infiltrating tuberculosis of the right parietal 
region in a man 28 years of age. Both patients re- 
covered after operation, but in the second case a 
recurrence has developed and the prognosis is very 
unfavorable. Wut A. BRENNAN. 


Coleman, C. C.: The Repair of Cranial Defects by 
Autogenous Transplants. Surg., Gynec. & Obst. 
1920, xxxi, 40. 

This paper is based on a series of 208 cases of head 

injuries treated in the U. S. General Hospital No. 11 

Of these cases 5 were operated on for cranial defects. 
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1. Excision of scar from defect. 

2. Exposure of rim of defect by incision through scar. 

3. Incision through pericranium about 1% in. from 
the edge of the defect. The purpose of the incision is to 
provide for bone contact with the graft and to free the 
adherent dura. 

4. The pericranium within the incision, 3, is forcibly 
displaced within the defect by an elevator. Adhesions of 
the dura to the edge of the bone are thus freed. 

5. Beveling the edge of the defect for contact with the 
graft. The dura is carefully protected by a thin spatula. 

6. Removal of the transplant from the parietal emi- 
nence. The size and shape of the transplant have been 
modeled by a rubber dam and the graft has been cut to fit 
accurately. 

7. Graft partly sutured by uniting the pericranium 
of the graft with that surrounding the defect. 

8. Cross section of graft. 


After structural changes had taken place, crani- 
oplasty did not appreciably improve the symptoms. 
Cranioplasty was done to protect the brain and 
relieve the deformity. 

In defects of moderate size without intracranial 
tension the defect receded when the head was higher 


than the rest of the body and protruded when the 
patient was recumbent or stooping. The symptoms 
were most pronounced when the patient was lying 
down. 

The method of cranioplasty employed in these 
cases was that used by Frazier. The scar tissue 
was removed by incision which followed the old 
scar, and the dura was freed from the bony rim 
with care not to open the dura. A pattern of the 
defect having been made and outlined on the parietal 
eminence with a fine chisel, a thin lamina of the 
outer table with the overlying pericranium was 
removed. The transplant was placed over the 
defect, with the bony surface down, and held by fine 
interrupted catgut sutures. The patient was kept flat 
in bed for two weeks. IsaporeE E. Bisukow. 


Sachs, E.: A Review of Eight Years’ Experience 
with Brain Tumors. Arch. Surg., 1920, i, 74. 


The highest mortality due to brain tumors, about 
35 per cent, occurs in cases of glioma. This type of 
case may be characterized chiefly or entirely by 
focal symptoms, general signs of pressure being 
absent even though the tumor may be large. In 
spite of the absence of pressure symptoms, how- 
ever, a diagnosis of brain tumor is possible. Early 
operation is most important. 

Gliomata are frequently regarded as malignant 
tumors. This is not correct. One of the chief 
characteristics of a malignant tumor is its power to 
form metastases, a power which the glioma does not 
possess. In cases of brain tumor palliative mea- 
sures should not be continued for more than four 
weeks, and every brain tumor should be treated on 
the assumption that it may be a glioma and requires 
hospital care. 

Gliomata differ from other brain tumors in three 
respects: (1) their growth is more rapid; (2) they 
are very soft in consistency; and (3) they are not 
encapsulated. 

The brain is much more deformed by gliomata 
than by other types of tumors. When a tumor caus- 
ing such deformity is removed, the sudden release 
of pressure results in marked cedema due to the fill- 
ing up of the space by the compressed brain, and 
this oedema may throw out of function brain centers 
some distance from the tumor and cause death. 
Therefore before such a tumor is removed an 
attempt must be made to reduce the deformity by 
a decompression operation. This operation must 
be done on the side of the tumor for if performed on 
the opposite side the deformity would be increased. 

To work in the intracranial cavity while the pres- 
sure is markedly increased is an unwise and almost 
impossible procedure. A preliminary decompression 
helps to reduce the pressure, but the dura should 
not be opened until the intracranial pressure has 
been brought down to, or slightly below normal. 
This reduction may be effected by withdrawing the 
fluid from the opposite ventricle by lumbar punc- 
ture and is evidenced by a reduction in the tenseness 
of the dura. Howarp A. McKNIGcHT. 








GENERAL SURGERY — SURGERY OF THE HEAD AND NECK 


Cassamajor, L.: The Diagnosis of Brain Abscess. 


The localization of brain lesions requires a co- 
operation on the part of the patient which usually 
is impossible to obtain when the lesion is an abscess. 
Other factors which render this neurological problem 
unique are the severity and usually short course of 
the condition. 

Brain abscess resulting from purulent ear disease 
may develop in one of three ways: (1) by direct 
extension which often is of the nature of a localized 
meningitis; (2) by indirect extension. the abscesses 
frequently lying very deep and the route of infection 
being probably the Virchow-Robin lymph spaces 
in the vessel walls, the only lymph spaces in the 
central nervous system; and (3) by metastasis. 

Ninety-three and nine-tenths of the abscesses 
of otitic origin are formed in the temporosphenoidal 
lobes and cerebellum. 

The symptoms may be divided into three fairly 
definite stages: 

1. The initial stage in which there is headache 
(which may be limited to the side of the lesion), 
vomiting, and clouding of consciousness. 

2. The latent stage which persists from a few 
days to over a year. 

3. The stage of general and local symptoms. Of 
the general symptoms fever may be subnormal or 
absent but if the abscess breaks through into the 
meninges or ventricles it is high. Headache may 
le more severe in a part remote from the lesion and 
cannot be relied on as a localizing symptom. Vomit- 
ing of the projectile type occurs in 75 per cent of 
the cerebellar cases and is ascribed by Okada to 
pressure on the medulla. Slowing of the pulse rate 
even in the presence of moderate fever is a frequent 
and important sign. Choked disc is found in only 
53 per cent of all abscesses, optic neuritis without 
papilloedema being much more common because of 
the fact that the general symptoms of brain abscess 
are due much more to intoxication than to pressure. 
When the abscesses are large, convulsive phenomena 
-imulating the epilepsy of eclampsia may occur. 

Right temporosphenoidal abscess, which is the 
most common form, causes the least definite 
localizing signs. Left homonymous hemianopsia 
occurs when the optic radiation fibers are impaired, 
but the patient’s mental condition usually prevents 
its discovery. In cases of left temporosphenoidal 
lesions a disturbance in the speech mechanism is the 
rule. Complete sensory aphasia or hearing disturb- 
ances are rare. Paraphasia is usual. 

In cerebellar lesions the localizing symptoms are 
definite. The head is turned back or toward the 
side of the abscess and there is rigidity of the neck 
with increased pain in the head and dizziness when 
the patient sits up. As the muscular control of the 
cerebellum is homolateral, cerebellar signs are seen 
on the same side as the lesion. All movements of 
the limbs when the patient is reclining are asynergic, 
and adiakocinesis is usually present. 

SPENCER S. Howe. 
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Fischel, E.: The Use of Radium in Carcinoma of 
the Face, Jaws, and Oral Cavity. J. Missouri 
State M. Ass., 1920, xvii, 267. 

Following a discussion of the advantages of, and in- 
dications for, operation and the use of the high fre- 
quency current, Fischel states that nearly all basal- 
cell epitheliomata of the face may be cured by means 
of the roentgen ray. This treatment is of much less 
value, however, for other more malignant types of 
epitheliomata of the face, and is of practically no 
value when the lesion is located within the oral 
cavity. In discussing combined roentgen-ray and 
radium therapy, the author states that the alpha, 
beta, and gamma rays from each are quite similar, 
and rays of any desired strength and penetration 
may be obtained from either. Hence, theoretically, 
the similar results obtained by these therapeutic 
agents should be similar. While this is true as re- 
gards skin growths, it is not true as regards tumors 
in the deeper tissues and growths so large that they 
act as factors in both distance and screening. In 
such cases radium is more desirable as a definite 
amount may be buried in the tumor mass itself. 

The character of the malignant growth is also an 
important factor. Most basal-cell epitheliomata 
may be cured by any method of treatment. This is 
true also as regards some squamous-cell carcinomata 
of low malignancy. The prickle-cell carcinomata 
are very resistant, however, and are prone to diffuse 
beyond the visible or palpable limits of the disease. 
This is the type most commonly encountered about 
the face, jaws, and oral cavity. As they are rapidly 
growing tumors and very highly malignant, they 
should be treated very radically from the beginning. 
If improper dosage is used stimulation rather than 
retardation may result. 

The author outlines the method of treating cases 
of carcinomata at the Barnard Free Skin and Cancer 
Hospital. All cancer patients, other than gyneco- 
logical patients, are presented at a conference of the 
entire staff, and if this staff decides that radium is 
to be used, a recommendation is made to that 
effect. The amount, screening, time, etc. are deter- 
mined by the men who make the application. Most 
of the radium treatments are given with tubes. At 
first, small doses and heavy screening were employed, 
but better results were obtained when the use cf 
large doses and less screening was instituted. With 
the latter method, fewer recurrences and less exten- 
sion of the lesions have been noted. 

Radium therapy is the treatment of choice for 
carcinomata of the face for several reasons. It 
least upsets the patient’s routine life, the maximum 
dose may be applied over a definite area, and it is 
followed by a minimum of scar formation. 

At present, cancer of the lower lip is treated with 
a heavy initial dose and very little screening. If no 
submaxillary glands are involved, the author waits 
three months and then removes the submental and 
submaxillary lymphatic systems, but if these glands 
are involved at the time the treatment is given they 
are removed within six weeks. If the submaxillary 
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glands are unquestionably involved, radical removal 
of all the superficial and deep glands up both sides 
of the neck is done one week later. 

Lesions inside the oral cavity have not yielded so 
well to radium. Radium therapy is the treatment of 
choice for leukoplakias which are just passing into 
the malignant type of lesion. Warty growths within 
the mouth respond readily to radium rays. For 
technical reasons, however, the results have not 
been so good in the treatment of ulcerated carci- 
nomata, but the author believes that this disadvan- 
tage may be overcome by the use of needles which 
may be fixed and buried at certain points. 

Inoperable lesions may become distinctly oper- 
able following radium treatment. The use of both 
methods is clearly indicated in some conditions such 
as those in which the bones of the jaw or face are 
involved. The part of the bone involved by the 
growth should be removed and the radium buried in 
the wound to destroy any remaining cancer cells. 
This method is especially effective when there is 
involvement of the sinuses. 

The author’s conclusions are as follows: 

1. Radium may be relied on to heal carcinomatous 
ulcers of the face. 

2. Radium therapy is the most efficient method 
of treating carcinoma of the eyelids. 

3. The use of radium has replaced the operative 
treatment of carcinoma of the lower lid in a large 
percentage of cases. Tributory glands should be 


removed by open operation. 
4. The initial dose of radium should be the maxi- 


mum dose deemed necessary for the complete 
destruction of the carcinoma. 

5. The persistent use of radiation after it has 
been demonstrated that a growth fails to respond 
to it favorably is to be condemned. 

6. Radium has limited use in carcinoma of the 
jaws and buccal cavity. 

7. As an adjunct to surgery, radium is probably 
of very great value as its small bulk and diffuse and 
powerful action make it possible to implant it in 
small cavities which are inaccessible to any other 
method of approach. W. L. Brown. 


Ivy, R. H.: Maxillofacial Surgery of the War as 
Applied to Civil Practice. Dental Cosmos, 1920, 
Ixii, 825. 

The author discusses the treatment of cases on 
his service at the Walter Reed Hospital, Washing- 
ton, D. C., describing first the treatment of ununited 
fractures of the mandible due to loss of substance. 
Three methods which were used most frequently are: 

1. Cole’s method in which a pedicle taken from 
the mandible itself is employed. 

2. Delegenier’s osteoperiosteal graft method in 
which a thin shaving of bone with its periosteum is 
removed from the tibia and inserted in the breach. 

3. The interposition of a thick graft cut from the 
tibia, the rib, or the crest of the ilium. 

In all of these cases the fragments were properly 
reduced and fixed in position to insure normal 
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occlusion of the teeth, and the parts rendered free 
from sepsis. A case is cited in which the entire hali 
of the mandible was lost because of necrosis due to 
dental infection. In this case the left lower jaw 
was kept in proper alignment for mastication by 
means of splints with interlocking flanges, while the 
right side was taken care of by an extension from 
the lower splint which restored the lost teeth and 
alveolar process. An osteoperiosteal graft from the 
tibia 10 cm. long and 2 cm. wide was embedded in 
the soft tissues of the right cheek at about the site 
of the lower jaw, and the depression in the face was 
filled with subcutaneous fat obtained from the 
abdominal wall. Radiograms made several months 
after operation showed considerable bone formation 
in the right mandibular region. 

In cases of trismus from gunshot wounds gradual 
stretching was obtained by means of wooden wedges 
placed between the upper and lower teeth. In some 
cases it was necessary to divide the scar tissue in 
addition. A case is described in which splints con- 
nected with springs were adjusted and a jackscrew 
so arranged that the springs exerted a continuous 
pressure separating the jaws and it was possible to 
obtain a positive widening whenever necessary. 

In his discussion of pedicle and sliding skin grafts 
Ivy describes the plastic repair of a gunshot defect 
of the chin and lower lip by means of a flap taken 
from the neck, and the new treatment developed by 
Waldron, Gillies, and their colleagues during the 
war to overcome limitation of motion of the lower 
jaw and lips due to adhesions to the alveolar process- 
es. For the correction of depressions in the surface 
of the face caused by injury or disease the author 
prefers the use of fascia lata instead of abdominal 
fat. 

A method of restoring the nose is described in 
which costal cartilage is implanted in the skin of 
the forehead, later transformed into a pedicled flap. 
and then sutured into the freshened edges of the 
nasal defect. 

To restore the ears costal cartilage is cut to the 
proper shape and buried beneath the skin of the 
scalp immediately beside the defect. Two weeks 
later a scalp flap containing the cartilage is sutured 
to the remaining portion of the ear. 

The article is concluded with a description of the 
treatment of burns of the face by a combination of 
surgery, massage, electrotherapy, X-ray treatment, 
and possibly the use of radium. Louts SCHULTZ. 


Chubb, G.: Bone-Grafting of the Fractured Man- 
dible, with an Account of 60 Cases. Lancet, 1920. 
CXCIX, Q. 

This article is an account of 60 consecutive and 
unselected cases of fracture of the mandible, all but 
3 due to gunshot injuries, which were repaired by 
means of bone grafts. Non-union resulted in 4 cases 
because of sepsis, in 2 cases because of erysipelas. 
and in 1 case because of a discharging ear. Firm 
-bony union was obtained in the remaining 56 cases 
in from one to four months. 
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The grafts were taken from the crest of the ilium 
in all but 2 of the cases. Such grafts have a natural 
curve quite like that of the mandible, great vascu- 
larity which hastens early vascularization and bony 
union, and softness. 

The edges of the bone of the fractured mandible 
and those of the graft were trimmed so as to fit 
end-to-end with accurate apposition to the largest 
possible area of vital bone. In this position they 
were wired together. If there was close apposition 
of the ends at the time of operation, a certain amount 
of muscular stress, which hastened bony union rather 
than retarded it, could be allowed early without 
danger of disturbing the close bony contact. In 60 
per cent of the cases so treated there was fairly firm 
union in from six to eight weeks, and very firm bony 
union in from three to four months. 

The chief role of the dental splint was found to 
be the maintenance of correct occlusion during the 
operation. If the apposition of the ends of the bone 
and graft was exact and they were firmly wired at 
the time of the operation, it was found that the 
dental splint was unnecessary after two or three 
weeks. In 1 case the splint was removed in three 
days, with firm bony union later. If close apposition 
of the bone and graft ends was not possible at the 
time of operation delayed union occurred in some 
cases without the aid of the splint. 

The pre-operative treatment consisted of the 
radical elimination of oral sepsis and the correction 
of deformity due to lingual pull, scar contraction, or 
faulty occlusion of the teeth. Early splinting pre- 
vented deformity. When scar tissue with contrac- 
tion was present, it was divided and subsequently a 
dental splint was applied which reduced the de- 
formity. If dental occlusion was faulty, extraction 
was done. 

Some of the cases in the series have been under 
observation for more than a year. Successive roent- 
genograms have shown a progressive consolidation 
of the grafts which, under the influence of early mus- 
cular stress, become modified, conform to Wolff’s 
law, and are encircled by a compact layer of bone. 

The article contains a tabular analysis of the 
series of cases reviewed and numerous illustrations 
of various types of fracture of the mandible. 

B. R. PARKER. 


NECK 


Marine, D., and Kimball, O. P.: The Preven- 
tion of Simple Goiter in Man. IV. Arch. [nt. 
Med.; 1920, xv, 661. 


The authors’ observations, covering a period of 
thirty months, show that simple goiter is easily 
preventable. 

The treatment consists the administration of 2 
gm. of sodium iodide given in 0.2 gm. doses daily 
for ten consecutive days and repeated each spring 
and autumn. 

Of 2,190 students who took sodium iodide twice 
yearly, 5 had enlargement of the thyroid, while of 
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2,305 students who did not take the prophylactic, 
495 showed enlargement of the gland. Of 1,182 
students who had enlarged thyroids at the first 
examination, 773 showed a decrease in the size of 
the thyroid after treatment, while of 1,048 students 
who did not take the treatment only 145 showed a 
decrease in thesize of the gland. These figures present 
in a striking manner both the preventive and the 
therapeutic effects of iodine medication. 

The prevention of goiter in mother and foetus is 
as simple as the prevention of goiter during adoles- 
cence and is a responsibility of individual members 
of the medical profession. The prevention of the 
goiter of adolescence, on the other hand, should be 
a public health measure under government control. 
The most feasible method seems to be the ad- 
ministration of small amounts of iodine. Sodium 
iodide can be given in either solution or tablet 
form. For use in private practice the syrup of 
ferrous iodide and syrup of hydriodic acid are 
excellent. An ounce of these preparations given 
over a period of two weeks and repeated twice 
yearly seems to be sufficient. As a public health 
measure the authors advocate the administration 
of 2 gm. of sodium iodide over a period of two 
weeks, the dose to be repeated twice yearly. This 
treatment prevented the development of goiter in 
99 per cent of the children in a region in which 
goiter was mildly prevalent. In individual cases 
the presence of pathologic conditions, however, 
may modify the result of the prophylactic treatment. 
SAMUEL KAHN. 


Haggard, W. D.: Toxic Non-Exophthalmic Goiter. 
South. M. J., 1920, xiii, 506. 


By the term “toxic non-exophthalmic goiter” 
Haggard refers to the type of goiter described by 
Plummer as “toxic non-hyperplastic goiter’’ as con- 
trasted with toxic hyperplastic or cxophthalmic 
goiter. As a rule toxic non-exophthalmic goiters 
occur at about the twenty-second year of age while 
exophthalmic goiters are not observed until the 
thirty-second year. In the non-exophthalmic type 
of goiter the symptoms do not develop until a decade 
after the onset of the goiter itself, while in the 
exophthalmic type they are noted within a year. 

Plummer differentiates two types of the non- 
exophthalmic greup which merge into each other. 
The first is characterized by the predominance of 
cardiovascular symptoms and presents a picture 
similar to that seen in alcoholic or luetic cardiovascu- 
lar disease. The second type simulates Graves’ dis- 
ease with the exception of the exophthalmos. 

In cases of non-exophthalmic goiter the thyroid on 
pathologic section shows an increase in the par- 
enchyma, often of the foetal type. The condition is 
probably the product of over-secretion grafted on a 
goiter already present. 

The goiter is probably the result of a secondary 
infection which occurred in childhood, and the over- 
secretion is caused by toxic, metabolic, or psychic 
factors. The toxic factors are represented by 
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recurring infections, the metabolic stimuli are 
due to tissue activity incident to adolescence, 


menstruation, etc., and the psychic stimuli are the 
result of conscious or unconscious emotions. 

The author decries the promiscuous use of iodides 
in the treatment of goiters, claiming that they are 
apt to set up toxic symptoms and a condition which 
is fatal. 

If adenomata are not removed surgically they are 
apt to degenerate and cause toxic symptoms. 

RAtpH B. BETTMAN. 


Lahey, F. H.: The Diagnosis and Management of 
Intrathoracic Goiters. J. Am. M. Ass., 1920, 
Ixxv, 163. 

Concealed thyroid growths are of two types, 
namely: 

1. Those which are completely intrathoracic, no 
part of the goiter being visible or palpable or just the 
uppermost part being barely palpable in the sternal 
notch. This group is made up of adenomata or 
cysts of the thyroid. 

2. Those which are incompletely intrathoracic, 
the major portion of the goiter being on the neck 
and easily visible and its lower pole being substernal, 
subclavicular, or intrathoracic. This type is made 
up of adenomatous, cystic, or colloid goiters. 

Intrathoracic goiter usually reveals itself by vari- 
ous degrees of respiratory obstruction dependent 
upon its progressive growth. Many cases of this 
type are treated for asthma. 

A roentgen-ray examination demonstrates the 
substernal shadow to be continuous above as a dis- 
tinct widening of the upper sternal shadow. A fea- 
ture of even greater diagnostic value is the bowing 
or deviation of the trachea. This takes place when 
the adenoma or cyst grows from one side. When the 
growth is bilateral the trachea is not deviated, but is 
collapsed from before backward. 

A late involvement of the recurrent laryngeal 
nerves, evidenced by the late development of huski- 
ness of the voice when the tumor has been present 
for a long time, is a factor suggesting malignancy. 

Intratracheal examination by a trained laryngolo- 
gist is of great value in the diagnosis of these condi- 
tions as by this means, deviation, narrowing, or 
denting of the trachea from pressure may be demon- 
strated. Not only in.the concealed, but also in the 
incompletely intrathoracic type has this measure 
been helpful in demonstrating pressure. 

The most essential single feature in the operative 
procedure is the removal of the intrathoracic mass 
as a whole. Piecemeal delivery is to be avoided 
because of the almost uncontrollable deep bleed- 
ing which occurs if the tumor is broken up while 
still within the chest. The dissection must be 
effected by gently sweeping the fingers around the 
tumor within the lines of cleavage. The mass must 
not be dragged out from above, but should be pried 
out by pressure from below. In some cases it may 
be necessary to split the sternum. 

Howarp A. McKnicur. 
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Mason, J. T.: Mistakes in 100 Thyroidectomies; 
with a Description of a New Method of Thyroid 
Cauterization in Treating Exophthalmic 
Goiter. J. Am. M. Ass., 1920, Ixxv, 160. 

The author states that when goiters were first 
treated surgically poor judgment was shown by not 
operating on a few extremely ill patients because 
they had bad hearts. He now regards no patient 
with a toxic adenoma as too poor a risk to put at rest 
under observation with a view to thyroidectomy. 

As recurrence of goiter and toxic symptoms seem 
to indicate that we have occasionally removed too 
little of the thyroid, the present tendency is to 
remove more rather than less. 

With few exceptions, exophthalmic goiter runs a 
typical course. The typical case shows a slight 
thyroid enlargement with mild toxic symptoms for 
several months. These symptoms gradually increase 
until about the eighth month, when they become 
markedly worse. During the ninth month an 
explosion of symptoms, commonly known as a 
crisis, occurs. This is followed by a period of im- 
provement with fairly constant symptoms. At about 
the end of the second year a second crisis develops 
which, however, is never quite so severe from the 
standpoint of toxicity as the first. After this there 
are ups and downs until after a period of years the 
toxicity of the goiter wears out and occasionally a 
cure results although as a rule the patient is in a 
very poor condition, suffering from cardiac and gen- 
eral degeneration 

Unfortunately good surgical risks have been per- 
mitted to become extremely poor ones because 
temporary improvement generally results if the 
patient is put completely at rest. 

The ideal time for operation is within the first six 
months. The patient operated on before the first 
crisis is eventually much better off than the patient 
who is carried to, and then through, the crisis by 
medical treatment and is not operated upon until 
later. 

Lack of judgment as to the best time for interfer- 
ence and the best type of operation on exophthalmic 
goiter has given much grief: the most serious mistakes 
have been due to the lack of a full appreciation of the 
dangers of the crisis of the disease and an attempt 
to do too much in extremely bad cases. 

In extremely serious cases ligation of the superior 
thyroid artery or injection of boiling water does not 
give the results to be desired and the reactions are 
sometimes severe. Actual cauterization of the gland 
approaches perfect surgical cure. It is simple and 
painless and can be performed without the patient’s 
being conscious of what is going on. The reaction is 
negligible, and the results have been excellent. 

Local anesthesia is begun by pressure applied for 
thirty seconds to the point chosen for the first 
needle puncture by means of a cotton applicator 
frozen solid with ethyl chloride. Careful infiltration 
with procaine is then done and an incision 2 cm. long 
is made just to the inner side of the sternomastoid 
muscle, in the line where the thyroidectomy in- 


























cision will be. The gland is exposed by deepening 
the incision and splitting the muscles. The goiter is 
exposed, the fibrous capsule separated from the 
anterior surface of the gland, and the field dried. 
While cold, an electric cautery is then passed 
through the incision down to the anterior surface of 
the gland. When the current is turned on the 
cautery is slowly rocked from side to side, a portion 
of the gland about the size of a shoe button being 
destroyed and coagulation of a much larger area 
being effected. 

This procedure may be repeated every few days, 
larger portions of the gland being destroyed until the 
patient is considered a safe risk for ligation or 
thyroidectomy. The usual collar incision will 
manifestly obliterate all external evidence of the 
cauterization. Howarp A. McKNicur. 


Bartlett, W.: An Emergency Technique for Thy- 
roidectomy. J. Am. M. Ass., 1920, Ixxv, 169. 


Up to the present time the admirable Halsted 
technique based on anatomical grounds, or some modi- 
fication of it, has been employed whenever a thy- 
roidectomy has seemed indicated. It has fulfilled 
all requirements with an assured margin of safety 
when the patient has been carefully chosen, but 
the indications for thyroidectomy may be very con- 
siderably broadened by the employment of a tech- 
nique which is based on pathologic principles and 
makes the minimum demand on the patient’s 
strength. To this end every consideration of a 
cosmetic nature must be waived, the sole aim being 
to destroy the greatest amount of thyroid tissue 
possible. If done in the usual manner this could not 
be accomplished without risk to life. 

The emergency technique contemplates the most 
direct, rapid, and bloodless approach to the tumor, 
prevents contamination of the tissues by toxic 
thyroid fluids, saves the time ordinarily spent in 
ligating vessels and closing the wound, and eliminates 
the accidents which not infrequently cause loss of 
blood during the ligation of the numerous vessels 
divided. 

In the past the great danger of thyroidectomy for 
toxic patients has been due to the fact that the sur- 
geon attempted too much and thus brought about a 
fatal postoperative. toxic condition. In general, 
patients have been divided into three classes: (1) 
the safe risks, (2) those who were rejected, and (3) 
the doubtful class in which most of the unpleasant 
postoperative surprises occurred. The author’s 
emergency technique is intended for the doubtful 
class of patients whose condition seems too good for 
ligation, but to whom no positive guarantee of 
safety can be given after a classical thyroidectomy 
has been done. 

The preparation for the operation does not vary 
materially from that generally used. The patient 
is rested and fed, and morphine and fluids are given 
to ward off the impending acidosis. She is then 
taken to the operating room in full possession of her 
faculties and without further morphine. 
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The head of the table is slightly elevated, and the 
site of the intended incision marked just behind the 
anterior border of the sternomastoid, care being 
taken not to run down within 1 cm. of the clavicle. 
A diamond-shaped area is infiltrated about the 
growth. Infiltration of the subcutaneous fat and 
muscle planes with 0.5 per cent procaine is suffi- 
cient. 

The form of incision used has a number of advan- 
tages. It allows approach to the tumor by the most 
direct route, it encounters fewer vessels than the 
collar incision, it avoids extensive separation of 
tissue planes, it is in line with the axes of the impor- 
tant deep structures, and it obviates retraction to a 
very considerable extent. The resulting ridge-like 
scar lies on a preformed prominent ridge, i.e., the 
sternomastoid muscle. 

The platysma incision corresponds to that in the 
skin; the ribbon muscles are split longitudinally 
over the most prominent portion of the growth 
below. 

The exposed lobe is caught with clamps and lifted. 
At this point the whole defect is flooded with alcohol 
to seal up all tissue spaces against the absorption 
of toxic material to be liberated in the ampu- 
tation. 

The upper pole is then divided and the lobe gently 
drawn toward the angle of the jaw, while the cap- 
sule and goiter substance are divided after clamp 
ing from above downward. In order to reduce tissue 
necrosis to the minimum none of the thyroid sub- 
stance within the grasp of clamps is ligated. To 
prevent the retention of toxic products no attempt 
is made to whip over the cut thyroid substance. 
The instruments are bunched together with a mass 
of dressing wrapped about them in such a way as to 
bring pressure to bear on the skin of the neck and 
their handles. Thus they are lifted upward instead 
of being allowed to rest on the floor of the defect. 

It goes without saying that a wound held open 
in this manner cannot possibly retain the fluids 
forming in it; hence the most complete drainage is 
secured. 

The after-treatment consists in giving 12 gr. of 
morphine when the patient leaves the table to pre- 
vent severe after-pain. It is customary to repeat 
this dose as often as the respiration goes over 20; 
otherwise restlessness may wear out a damaged 
heart. 

The original dressing is not touched until the 
postoperative storm, if there be one, is over. After 
twenty-four hours the clamps are unlocked, except 
those on the main thyroid vessels, and are allowed 
to fall off in the next few hours by their own weight. 

The operation is over as soon as the lobe is am- 
putated, a fortunate circumstance as the resistance 
of a toxic patient under local anesthesia is about 
gone when this stage of the thyroidectomy has been 
reached. The operation has been greatly shortened, 
perfect drainage has been secured, and there is none 
of the hemorrhage that occasionally complicates the 
tying off of so many clamps. Howarp A. McKnicur. 
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Wessler, H.: The Diagnosis of Encapsulated Pleu- 
ral Effusions. Med. Clin. NV. Am., 1920, iv, 69. 


In an inflammatory process in the pleura adhe- 
sions will be most apt to form in the regions in 
which the movement of the lung and chest wall are 
restricted. Transudates are rarely sacculated; exu- 
dates frequently. Another element which may 
determine the localization of a pleural effusion is 
the presence of an inflammatory focus at the sur- 
face of the lung, the slow extension of which to the 
pleura may result in an encapsulated effusion. 

Encapsulated effusions may be divided into four 
types as follows: (1) effusions encapsulated in the 
general pleural cavity (parietal effusions); (2) 
effusions encapsulated between the lung and the 
diaphragm; (3) effusions encapsulated between the 
lung and the mediastinum; and (4) interlobar 
effusions. 

The most common type of effusion is situated in 
the axillary portion of the chest. In cases of atypi- 
cal effusions it is advisable to aspirate in the axilla. 
The signs of pleural effusion often closely resemble 
those of consolidation, particularly in children. 

In distinguishing an upper lobe effusion from 
pneumonia, the development of an area of dullness 
or flatness in the axilla, especially when it increases 
from day to day, is important. The roentgen plate 
is also of diagnostic value. 

In encapsulated empyemata at the base the diag- 
nosis is most difficult when a thick shaggy exudate 
along the margin of the effusion gives rise to rales. 

A primary encapsulated effusion in the mesial 
portion of the chest near the mediastinum is per- 
haps the rarest form. 

Multilecular effusions which may or may not 
communicate with each other must be watched for. 
They do not necessarily develop simultaneously 
and therefore the character of their contents may 
vary. 

A superficial lung abscess may be the cause of a 
purulent or a non-purulent pleurisy in its immediate 
Vicinity. 

Of all effusions in the chest the interlobar effusion 
offers the greatest difficulty in the diagnosis. These 
are very rare. The three general causes are: 

1. Metapneumonic conditions. These are often 
serous and ultimately absorb, so that they remain 
latent throughout their course. 

2. Pulmonary tuberculosis. Pulmonary tubercu- 
losis is a frequent cause, especially in children. 

3. Idiopathic conditions. Such causes have no 


discoverable association with pulmonary disease 
and the effusion is the result of a primary infection 
of the pleura. 

When the interlobar effusion increases to a measur- 
able extent it will probably burst its adhesions and 
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infect the general pleural cavity. The physical signs 
of interlobar effusions are indefinite. 

In a large percentage of cases of acute inflamma- 
tory pleural effusion the ribs are drawn together 
because of the reflex contraction of the intercostal 
muscles in inflammatory conditions of the under- 
lying viscera. 

A marked separation of the ribs is usually found 
only in large non-inflammatory effusions and occa- 
sionally in cases of empyema in children when the 
effusion has been a very rapid process. 

Twenty-four case reports are given with 31 X-ray 
pictures illustrating the various types of effusions. 

Car R. STEINKE. 


Ashhurst, A. P. C.: Observations on Empyema. 
Ann. Surg., 1920, \xxii, 12. 

At the meeting of the American Surgical Associa- 
tion twenty-six years ago the author’s father, in 
opening the discussion on empyema, laid down the 
following six propositions: 

1. ‘‘No operation is justifiable: (1) unless the 
presence of pus is certain; (2) unless thorough treat- 
ment by medicinal agents, blisters, etc., has failed; 
or (3) unless the symptoms, dyspneea, etc., are so 
urgent as to demand immediate relief. 

2. ‘The first operation should consist of simple 
aspiration with antiseptic precautions. 

3. ‘‘When the fluid has partially re-accumulated, 
as it almost certainly will do if purulent, incision 
and drainage should be practised. 

4. “Drainage is best effected by making two 
openings, one at the lowest available point, and 
carrying a large drainage tube through the cavity 
from one opening to the other. 

5. ‘‘ Drainage should be supplemented by washing 
out the cavity with mild antiseptic fluids. When the 
lung has expanded and the discharge has nearly 
ceased the tube should be shortened, the upper 
opening being allowed to heal and the tube being 
then gradually withdrawn through the lower opening. 

6. ‘‘When the lung is so bound down by ad- 
hesions that it cannot expand, resection of one or 
more ribs should be practised (Estlander’s opera- 
tion, so-called), in order to allow collapse of the 
chest wall.”’ 

The object of this article is to review the progress 
made in the treatment of empyema in the generation 
which has clapsed since the former discussion 
referred to. The mortality following operation at 
that time averaged from 20 to 30 per cent, and such 
it has remained in the hands of the average surgeon. 

Even at present the average surgeon is unwilling 
to operate unless pus has been found by aspiration. 
The author maintains, however, that though numer- 
ous punctures are negative, it is not only justifiable 
but imperative at the present day to resort to 
exploratory thoracotomy when the symptoms are 
































urgent and the surgeon is as certain that pus is 
present as he can be without finding it by puncture. 
The technique of exploratory thoracotomy in 
these cases was described by the author in 1916 as 
iollows: 

Under local anesthesia and with the patient prone. 
from 8 to 10 cm. of the eighth or ninth rib are 
resected just in front of its angle. On opening the 
pleura the upper thoracic cavity is isolated by 
gauze packs, and the lung, if adherent to the dia- 
phragm, is dissected free. An encapsulated empyema 
often is found here. If this area is free, the packs 
are rearranged, the lung is separated from the 
costal pleura, and the interlobar fissures are ex- 
plored. If necessary, another rib is resected. When 
the pus collection is found it is evacuated and 
drained across the pleural cavity in the same way as 
an intraperitoneal abscess. 

The author has operated in this manner on six 
cases in which numerous punctures failed to locate 
the pus and the patients were dying of sepsis. Three 
patients died: one because the encysted empyema 
was not found (the autopsy showed that the inter- 
lobar dissection had reached to within 2.5 cm. of the 
abscess); one because moribund at the time of 
operation, the empyema having ruptured into 
a bronchus; and one as a result of sepsis arising in 
the parietal wound, some weeks after he had passed 
from the author’s care. Ina seventh case exploration 
was negative and the patient died subsequently 
from the pre-existent pneumonia. 

In massive as in encapsulated empyema Ashhurst 
operates under local anesthesia with the patient 
lving prone and resects 3 or 4 cm. of the ninth, 
tenth, or eleventh (rarely the twelfth) rib. He 
lays great stress on ample and dependent drainage, 
believing that the doctrine of through-and-through 
drainage advocated by his father merely followed 
as a corollary in cases in which the primary opening 
was made too high; in other words, that the primary 
opening should be made at the site of election 
mentioned, regardless of where the needle has 
found pus. He opens the chest higher only if an 
encapsulated empyema is located very high (under 
the third or fourth rib, for example) as, even if the 
healthy pleural cavity is opened low down, he 
believes it is easy to break through an encapsulated 
empyema at its lowest point, and thus secure 
dependent drainage. 

Irrigations the author regards as unnecessary in 
the ordinary case. Instillations of Dakin’s fluid, 
he states, may certainly cause disintegration of 
fibrinous deposits lining the empyema cavity and in 
very old empyemata may prove advantageous. So 
far, however, not one of his cases has remained 
unhealed, and dependent drainage is all that has 
been provided. From a study of nis own operations, 
43 in number, he draws the following conclusions: 

1. Cases of pleural effusion suspected to be 
purulent should be aspirated, and if the effusion is 
massive, most of it should be removed by aspiration 
one or two days before a thoracotomy is undertaken. 
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2. If the fluid found on puncture is serous or 
seropurulent, thoracotomy usually may be postponed 
until frank pus has formed as this delay will permit 
the formation of firmer adhesions and thus prevent 
complete collapse of the lung when the empyema is 
opened. Cures of such seropurulent effusions, 
however, have occurred so rarely without final resort 
to thoracotomy that attempts to cure the condition 
by the injection of antiseptics into the unopened 
pleura are usually detrimental to the patient. 

3. If in a case of suspected empyema the symp- 
toms are urgent but pus cannot be found by punc- 
ture, exploratory thoracotomy should be under- 
taken in an effort to locate and drain the pus. 

4. .The operation of thoracotomy for empyema 
should be done under local anesthesia and should 
provide free and dependent drainage secured by the 
resection of a rib (usually the ninth, tenth, or 
eleventh) in front of its angle. 

5. Postoperative irrigations are unnecessary 
unless, after several months, the lung shows no 
tendency to expand, when the use of Dakin’s 
fluid may prove beneficial. When the cavity is 
small, injections of bismuth paste may effect closure. 

6. If the cavity cannot be made to heal by these 
means, major thoracotomy combined with decortica- 
tion of the lung and discission of the pleura should 
be done. In some cases resection of a number of 
ribs to permit the chest wall to collapse in part and 
meet the expanding lung may be necessary. 

Among the author’s first nine patients there were 
five deaths (three those of infants less than a year 
old). Since adopting the principle of wide and 
dependent drainage under local anesthesia, Ash- 
hurst has operated on thirty-four patients. Four 
died — one, because the encapsulated empyema was 
not found; the second, from gangrenous stomatitis 
(noma); and the third and fourth from sepsis arising 
in the thoracic wound and apparently brought on by 
irrigations some weeks after the patient had passed 
from the author’s care. 

The average time for closure of the thoracic wound 
in the cases of patients who have been traced was 
just over nine weeks, and in those who remained 
under the writer’s care, just over seven weeks. 
Final closure was secured in all cases traced (thirty- 
one of the thirty-three patients who recovered) 
without an Estlander or similar operation. 


Lilienthal, H.: Empyema: A Syllabus of Operative 
Treatment. Aun. Surg., 1920, Ixxi, 87. 


In this paper the author has attempted to con- 
struct a table for the standardization of operative 
methods in all the usual forms of empyema of the 
thorax. Tuberculosis, syphilis, and actinomycosis, 
etc., are not included. 

He believes that when empyema cavities are 
simple and single they may be treated by ordinary 
drainage with subsequent disinfection, but that 
the more complicated cases require full exploration 
with the simplification of the contour of the cavity 
and mobilization of the lung. 
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The treatment of lung abscess, simple or bron- 
chiectatic, when complicating empyema, is merely 
suggested. 

Chronic empyema with 
collapsing thoracoplasty. 

A sinus with bronchial fistula in the depths will 
often close when the cavity is sterilized as well as 
possible and filled with Beck’s paste or iodoformized 
vaseline. 

Attention is called to the importance of the X-ray 
and fluoroscope. 

In the author’s opinion empyema is a disease 
which demands treatment in a hospital. 


sinus demands non- 


Moszkowicz, L.: Physical Factors in the Treat- 
ment of Empyema (Physikalische Erwaegungen 
zur Empyembehandlung). Med. Klin., 1920, xvi, 
201. 

The Buehlau ‘‘lift’’ drainage method is easy to 
use, decreases the danger of pneumothorax and 
shock, and causes excellent expansion of the lung. 
The evacuation of the lung, however, is incomplete 
and drainage disturbances are difficult to avoid. 
Rib resection guarantees complete evacuation of 
pus, but is associated with severe shock, pneumo- 
thorax, and collapse of the lung. 

Under local anesthesia the author resects 2 ccm. 
of the sixth rib in the posterior axillary line and 
through a very small pleural opening introduces 
two drains which he packs off well. The ends of 
the drains are placed in vessels containing sterile 
salicyiate solution. The shock is minimal with this 
method and the lift drainage is immediately effec- 
tive. When one of the glasses containing warm 
normal salt solution is lifted above the thoracic 
opening a comfortable irrigation of the pleural cavity 
takes place. 

In the 21 cases treated by the author by this 
method there were 4 deaths and these were due to 
other complications. For the after-treatment the 
breathing exercises of Hofbauer are recommended. 

Pau. Deus (Z). 


Bunts, F. E.: 
Adults. 


This paper is based on the author’s experience 
with 175 cases of empyema in a base hospital. 

Whenever possible, the X-ray was used to detect 
the presence and location of the empyema as it 
was found to be a more accurate diagnostic method 
than the use of the aspirating needle. 

When bacteria were present aspiration was done 
under primary ether anesthesia, after which a 2 
per cent solution of glycerine and formaline was 
injected. Seven out of 16 of these cases did not 
require further operation. When both yellow pus 
and bacteria were present an operation was per- 
formed within twenty-four hours unless there 
were signs of pneumonia. Ether anesthesia was 
used except in a very few of the most serious 
cases, and without any ill effects. In addition, a 
local anesthetic was employed over the area of rib 


Oreration for Empyema in Young 
Ann. Surg., 1920, Ixxii, 66. 
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to be resected. The bone was excised rapidly and 
a long 34 in. tube was inserted, sutured tightly to 
the wound, and clamped, the clamp being opened 
at half-hour intervals until the chest was evacuated. 
The patient was kept in the Fowler position. After 
about ten days the cavity was washed. out twice 
daily with various solutions. Blowing into a bottle 
was insisted upon after the unaffected side had been 
strapped with adhesive, and as soon as possible the 
patient was moved out-of-doors, given breathing 
exercises, and allowed as much food as he would 
take. 

Postmortem examinations revealed the fact that 
all of the deaths were due to pyemia rather than 
empyema. : 

That this method of operating for empyema is 
worthy of consideration is proven by the excellent 
permanent results it obtained and its low mortality 
rate; a secondary but important advantage is the 
elimination of the usual disagreeable odors which are 
usually associated with empyema. 


Tichey, H.: The Influence of the X-ray after Oper- 
ation for Carcinoma of the Breast (Der Einfluss 
der Roentgennachstrahlungen auf die Heilerfolge 
der Operation des Brustkrebses). Zentralbl. f 
Chir., 1920, xlvii, 470. 


The following table compiled according to 
Perthes’ classification gives the cases of carcinoma 
of the breast observed at the surgical clinic of the 
University of Marburg: 

Metastases oi 
recurrences witht 

local recurrence 


Recurrences in 


Cases first year 


No. Percent No. Percent 
Group 1: No X-ray 
ereetment .......: 62 7 i.2 3 3.5 
Group 2: Inadequate 
X-ray treatment... 36 15 41.7 6 16.0 
Group 3: Repeated 
X-ray treatment.. 23 8 32 I 
Group 4: Intensive 
X-ray treatment... If 5 45.5 2 18 


As in Perthes’ report, the highest number of 
recurrences during the first year occurred among 
the patients who had received the most intensive 
treatment. The number of cases is too small to 
warrant an estimation of the occurrence of metas- 
tases outside of the region operated upon, but it 
seems probable that such metastases were most 
numerous also in the cases belonging to Group 4. 
The results therefore agree in the main with those 
of Perthes. Borr (Z). 


TRACHEA AND LUNGS 


Jackson, C., and Spencer, W. H.: The Diagnosis 
and Localization of Non-Opaque Bodies in the 
Bronchi. Am. J. Roentgenol., 1920, n. s. vii, 277. 


The authors have had an opportunity to observe 
and record the physical signs in hundreds of cases of 
foreign bodies in the lower air passages and to com- 
pare these with the findings made by the roentgen- 
ographer, checking both by the actual location of the 























foreign body observed at bronchoscopic removal. 
This routine examination has enabled them to lo- 
cate non-opaque bronchial foreign bodies from the 


physical signs with considerable accuracy. The 
history of the case, a peculiar asthmatoid wheeze, 
paroxysmal cough, dyspnoea, and fever constitute 
the chief diagnostic indications of the presence of 
such foreign bodies. The physical examination of 
the chest usually reveals lessened expansion on the 
affected side and a peculiar impaired resonance to 
percussion which the authors call ‘‘muffled tym- 
pany.” When secretions have accumulated distal 
to the obstruction or an abscess has formed, marked 
dullness is present. The breath sounds are greatly 
diminished and later are usually absent. The un- 
obstructed side is somewhat fuller and harsh breath- 
ing is heard over it, which in some cases is associated 
with very loud snoring, snapping, and bubbling 
bronchial rales. 

The roentgen findings reported by Manges are in 
accord with the pathology and physical findings and 
offer valuable information as to the presence and 
location of a foreign body, even though it may not 
be visualized, and as to the nature of the patholog- 
ic condition present. These findings are sum- 
marized as follows: 

1. In the early stages of the reaction to a foreign 
body in the bronchus there is often over-distention 
of the lung on the side of the obstruction, the enlarge- 
ment of the bronchial lumen during inspiration al- 
lowing the passage of a small amount of air, the 
escape of which during expiration is prevented by 
the diminution of the bronchial lumen. Thus a 
moderate distention of the affected side results— 
an acute obstructive emphysema. 

2. The three characteristic roentgenographic 
signs of this condition are: (1) increased trans- 
parency of the affected side; (2) depression of the 
diaphragm on the affected side; and (3) displace- 
ment of the heart and mediastinal structures away 
from the affected side. 

3. The unusual clearness of the obstructed side 
and the comparative clouding of the free side have 
led many observers to localize a non-opaque foreign 
body erroneously. 

‘4. With the development of drowned lung or 
lung abscess distinct shadows of the pathological 
condition allow the definite localization of the non- 
opaque foreign body. To wait for this development, 
however, may be dangerous, if not fatal. 

5. The possibility of a shifting of the foreign body 
must always be kept in mind. 

6. The roentgenologist should know the salient 
points of the history and interpret his findings as 
regards non-opaque bronchial foreign bodies only 
after consultation with the physician who examined 
the chest. In this way much confusion may be 


avoided and many new facts may be learned. 

A number of detailed case reports with roentgeno- 
grams taken before and after the removal of the 
foreign body are included in the article. 

ApoLtpH HArTUNG 
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HEART AND VASCULAR SYSTEM 


Mocquot, P., and Costantini, H.: Wounds of the 
Heart with Delayed Symptoms, A Special Clin- 
ical Type of Heart Wound; Secondary H2mo- 
pericardium (Plaies du coeur 4 symptomes re- 
tardés; une form clinique spéciale des plaies du 
coeur; l’hémopéricarde s¢condaire). Rev. de chir., 
Par.. 1920, lviii, 257. 

Until recently a heart wound without threatening 
hemorrhage either externally or into the pleura 
was not considered possible. It is now known, how- 
ever, that a number of heart wounds produce only a 
slight immediate hemorrhage, the diagnosis being 
made only later, sometimes not until after recovery 
from the injury. An immediate fatal hemorrhage 
does not necessarily follow a serious heart wound. 
There are so-called ‘‘dry”’ wounds of the heart. 

The authors report a case of their own and cite 
ten from the literature in which a wound of the heart 
was followed by an interval free from symptoms 
and then by alarming collapse due, as a rule, to 
hemopericardium. 

In all of these cases of late hemopericardium the 
authors believe the region injured is the ventricular 
region. An auricular wound is always penetrating 
because of the thinness of the auricular wall. There- 
fore bleeding occurs at once. In a narrow jagged 
wound of the thick ventricular wall, however, a 
clot may form and effect a temporary or permanent 
hemostasis. Thus a dry wound may heal spon- 
taneously. When such a clot becomes detached, 
sudden hemoperitoneum is produced like that in 
the cases described. 

In almost all of the cases reported the clots were 
noted in the pericardium. Apparently the blood 
does not behave in the same way here as in the 
pleura and it is reasonable to infer that the pleural 
serosa possesses qualities which the pericardium 
lacks. 

The authors discuss the various diagnostic symp- 
toms of hemopericardium. Among these the radio- 
scopic demonstration of immobility of the cardiac 
and pericardiac shadow is of very great importance. 
Immediate surgical intervention to empty the peri- 
cardium and obtain hemostasis is indicated. For 
such an operation the authors believe that a median 
thoraco-abdominal incision such as that described 
by Duval and Barnsby offers the best approach to 
the heart. In the authors’ case suturing of the 
wound in the heart with catgut was effected easily 
and hemorrhage was insignificant. 

Wirrram A. BRENNAN. 


Tuffier: Surgery of the Heart (La chirurgie du coeur). 
Presse méd., Par., 1920, xxviii, 517. 

A wound of the heart with external haemorrhage, 
hemopericardium, or haemothorax demands im- 
mediate operation. When such wounds are un- 
treated the mortality is considerably higher than 
when treatment is given. Statistics show also that 
strict asepsis is necessary in the operation as the 
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great majority of the postoperative complications 
are due to operative infection. 

Foreign bodies should be extirpated during the 
primary operation if they can be reached easily, 
or secondarily, or late, according to the complications 
which arise. There are three routes of approach to 
the heart. 

1. By the formation of a thoracic flap, the con- 
vexity of which extends beyond the midline of the 
sternum. The fourth, fifth, and sixth costal carti- 
lages are turned back temporarily and the pericardium 
is exposed. If necessary, a small sternal flap is also 
turned back on the right side. This route has the 
disadvantage that it opens the pleura. 

2. By means of a simple intercostal incision at 
the level of the fourth space. The thorax and pleura 
are opened and the approach to the heart obtained 
by retraction with or without resection. 

3. By means of a median vertical incision section- 
ing the sternum and a transverse incision opening 
the abdomen. Forced separation then gives a wide 
approach to the heart without opening the pleura. 
When the pericardium is incised care must be taken 
not to injure the phrenic nerves. 

A wound of the heart may be sutured with the 
heart in situ or after it is brought to the surface of 
the thorax. Only moderate traction should be used 
and this should be released if the heart beat stops. 

The incision of the heart for the removal of a 
foreign body or the treatment of an endocardial 
lesion must not be made in any of the danger zones. 
Such zones are those near the bundle of His, the 
interauricular septum, and the large coronary 
vessels, including the coronary artery from its 
origin to its bifurcation. Section here is fatal but 
the branches of the coronary artery may be tied 
off with impunity. To extract a foreign body the 
heart should be taken in the palm of the hand and 
the region to be incised should be limited by two 
fingers. The possible complications of this pro- 
cedure are cardiac syncope and hemorrhage. 

Of the three methods of cardiolysis, the cardio- 
costal is indicated most frequently and gives the 
best results. This has been used in cases of bilateral 
pericardial pleural adhesions with concomitant and 
consecutive asystole. 

It has been proved experimentally that absence 
of the pericardium is compatible with life. 

Surgery has been used in only a few cases of 
valvular lesions, but is indicated both experimentally 
and clinically in cases of aortic stricture. 

Tuftier has massaged the heart to restore the 
contractions of the muscle in 68 cases. He was 
successful in 15 cases. These were cases of chloro- 
form poisoning and cardiac syncope due to asphyxia. 
The pressure should be made upon the ventricles 
and should be soft, regular, and prolonged. The 
subdiaphragmatic route of approach has given the 
best results. Success depends especially on the 


duration of the syncope, the nature of the operation, 
and the cause of the accident. Re-animation is more 
apt to be obtained if the massaging is done during 


the first ten minutes of syncope. Massive injections 

of saline or adrenalin solutions into the arteries have 

been found of value in addition to the massage. 
WitiraM A. BRENNAN. 


PHARYNX AND GSOPHAGUS 


Guisez, J.: The Treatment of Severe Cicatricial 
Strictures of the (Esophagus (Etat actual du 
traitement des sténoses cicatricielles graves de 
Vesophage). Presse méd., Par., 1920, xxviii, 421. 

In this article Guisez discusses only those cases 
of cicatricial stenosis which are due to trauma, dis- 
regarding cases of inflammatory stenosis which 
become cicatricial in the advanced stages. Since 
1903 he has treated 135 such cases. Most of them 
were caused by the swallowing of caustic fluids. 
Only 6 were due to foreign bodies. More than two- 
thirds of these traumatic stenoses, although impas 
sable by a soft catheter, were easily overcome by a 
few endoscopic treatments. Forty-four were par- 
ticularly severe, the patient being unable to swallow 
liquids or even saliva. In 36 of these severe cases, 
however, a single cesophagoscopic treatment was 
successful. In the others, direct endoscopy or 
gastrotomy following retrograde catheterization was 
employed. 

Direct endoscopy is of particular value to discover 
the minute passage which represents the lumen of 
the cesophagus and is generally situated excentric- 
ally in a fold of the mucosa. Even when the passage 
is the size of a pinhead fluid alimentation is still 
possible. When the lumen is found, a filiform 
bougie should be inserted. The treatment may be 
aided by painting the area with a solution of cocaine 
to which a few drops of adrenalin have been added. 
The filiform bougie should be well supported and 
allowed to remain in place for ten or twelve hours. 
Any attempt to replace it immediately with a larger 
bougie will usually result in failure. The substitu- 
tion of a larger bougie should be delayed until the 
filiform bougie passes freely. Successively larger 
bougies should then be introduced. In order to pre- 
vent a false passage these bougies should be screwed 
to the end of the exploring filiform bougie. 

When there are several stenoses, and especially 
when they are not concentric, each must be dilated 
separately, the uppermost first. 

In 4 cases of difficult stenosis in which gastrotomy 
was necessary the author used the von Hacker 
method of continuous dilatation from below up- 
ward. While this method is efficacious in cases of 
stenosis in the region of the cardia, it is very pain- 
ful and its results are less apt to be permanent than 
those obtained by circular electrolysis. 

In the author’s opinion the cardia cannot be 
reached any more successfully by even a very 
extensive gastrotomy than by retrograde cesopha- 
goscopy. In many cases there is complete closure 
and adhesion of the walls of the oesophagus at the 
cardia by an impassable cicatricial block. Cathe- 
terization upward under retrograde cesophagoscopy 

















or following gastrotomy is useless; the filiform 
bougie always passes more easily from above down- 
ward under direct endoscopy, and if this fails, no 
better results will be obtained by retrograde en- 
doscopy. WittiAm A. BRENNAN. 


Judd, E. S.: @sophageal Diverticula. Arch. Surg., 
1920, i, 38. 


The author states that diverticulum of the 
cesophagus is not an uncommon condition, although 
only about 200 operative cases have been reported; 
this number includes the cases reported from the 
Mayo Clinic. 

The two common types of diverticula are the 
so-called pressure and traction diverticula. Trac- 
tion diverticula are usually multiple and often 
symptomless until they are converted into the 
traction-pressure type. This conversion takes place 


SURGERY OF 


ABDOMINAL WALL AND PERITONEUM 


Downes, W. A.: The Management of Direct In- 
guinal Hernia. Arch. Surg.. 1920. i, 533. 


All surgeons agree that in the indirect or oblique 

hernia the results of surgical treatment are excellent, 
provided the operation is performed properly and 
according to one of the approved methods. No 
such claim can be made for the operative results 
in cases of direct hernia, nor can it be said that there 
is a standardized operation for this condition. 
_ The difficulty lies in selecting the cases suitable 
for operative treatment. As a rule, the patients in 
whom recurrence is almost sure to take place belong 
to a definite group. Usually such patients are thin 
and have poorly developed muscles in both lower 
abdominal quadrants. To this group may be added 
certain others who have accumulated considerable 
fat over the lower abdomen. 

The patient with a direct inguinal hernia should 
be carefully studied before operation is recom- 
mended. If the condition of the lower abdominal 
muscles is such that a fair chance of obtaining a 
cure cannot be offered, the question of operation 
should be deferred for the time being and the patient 
advised to take systematic exercises for six months 
or a year. 

Direct hernia occurs most often in men between 
the ages of 25 and 45, but is occasionally seen in 
younger persons and even in children. It is rare in 
women. Poorly developed or deficient muscu- 
lature in the lower half of the abdominal wall may 
be said to be the underlying cause in practically 
every instance. In many of these patients the pelvis 
is narrow and Poupart’s ligament and the fibers of 
the external oblique muscle take an almost vertical 
course. 

In the diagnosis the following points must be 
considered: (1) the patient’s age and sex; (2) the 
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in about 7 per cent of the cases. The author has 
observed 2 cases. 

The X-ray and the cesophagoscope have made pos- 
sible the elimination of many errors in diagnosis by 
enabling the clinician to differentiate such condi- 
tions as diverticulum, stricture, obstructing cancer, 
and cardiospasm. 

In some cases of cesophageal diverticula dilatation 
is the only treatment necessary but in the majority 
of instances surgery is definitely indicated. The 
two-stage operation rather than the one-stage inter- 
vention is recommended because of its simplicity 
and infinitely greater degree of safety as neither the 
cesophagus nor the sac is opened and the sur- 
rounding tissues and spaces are not exposed to in- 
fection until firm granulations have formed. The 
ultimate functional results have been very satisfac- 
tory. 


THE ABDOMEN 


condition of the lower abdominal muscles; (3) the 
side on which the hernia occurs (direct hernia is 
often bilateral); (4) the situation of the hernia 
(the direct hernia occurs low down over the pubic 
bone except in very early cases in which the sac has 
not descended to the external ring); (5) the character 
of the globular swelling (in direct hernia it does not 
tend to enter the scrotum even if large and is 
easily reducible); and (6) the condition of the 
lower portion of the inguinal canal. 

In the selection of the operative technique as 
much care is necessary as in the selection of cases 
for operation. While the great majority of these 
hernia fall into two general groups—the usual form, 
in which the protrusion occurs through the normal 
weak portion of the transversalis fascia, and the 
combined direct and indirect type—an operation 
which will prove satisfactory in one case may be 
wholly inadequate in another. 

The author makes the usual skin incision, carry- 
ing the lower angle down to the pubic bone, splits 
and retracts the aponeurosis, exposes Poupart’s 
ligament, and makes traction on the cord to be sure 
that no indirect hernia is present. Next, he ex- 
poses the sac, strips the fat gently from its surface, 
ligates it flush with the transversalis fascia, and 
removes the excess. He then opens the sheath of 
the rectus, sutures the muscle to Poupart’s ligament 
with kangaroo tendon, and does the classical 
Bassini or Andrew’s operation. 

Howarp A. MCKNIGHT. 


Russell, R. H.: Infantile Hernia, Enormous Her- 
nia, and Gibbon’s Hydrocele. Med. J. Australia, 
1920, i, 505. 

The author disagrees with Lockwood’s view that 
in infantile hernia the processus vaginalis is obliter- 
ated high up in the region of the internal ring but 
open all the rest of the way down to the tunica 
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vaginalis testis, and that the hernial sac is an abnor- 
mal sac which comes down behind the processus 
vaginalis. In Russell’s opinion the long process of 
peritoneum in front which terminates in a blind 
end above is due to the catching up of the tunica 
vaginalis testis by the abdominal wall prior to, or 
during, the descent of the testis. As a consequence 
of this the tunica vaginalis testis is drawn out into a 
long process by the descent of the testis. The sac 
Russell regards as a perfectly normal funicular sac 
unaffected by the presence of the long process of 
peritoneum described. 

In the author’s three cases of infantile hernia he 
cut down onto an apparently ordinary inguinal 
hernia. The first incision through the integuments 
of the groin opened up a serous cavity which extend- 
ed down to the bottom of the scrotum and in which 
lay the naked testis. On cutting through the farther 
wall of this cavity he found the ordinary hernial 
sac and cord. The operation was completed in the 
usual manner. 

Inguinal herniz in which a portion of the processus 
vaginalis is implicated accidentally, as in these infan- 
tile herniew, are: (1) properitoneal, (2) interstitial, 
and (3) superficial inguinal herniz, depending on the 
position of the sac. Incomplete descent of the testis 
is a characteristic complication of such hernia, all 
of which result from implication of the funicular 
portion of the processus vaginalis rather than of the 
testicular portion (tunica vaginalis testis). 

The greatly enlarged and elongated tunica vagin- 
alis testis with complete patency of the funicular 
process must be the essential anatomical cause of 
the “‘enormous hernix”’ or herniz complicated with 
hydrocele. Marcus H. Hopart. 


GASTRO-INTESTINAL TRACT 


Stierlin, E.: The Innervation of the Stomach and 
Its Relation to the Etiology and Treatment 
of Ulcer (Ueber die Mageninnervation in ihrer 
Beziehung zur Aetiologie und Therapie des Ulcus). 
Deutsche Ztschr. f. Chir., 1920, clii, 358. 


After a brief discussion of the motility and in- 
nervation of the stomach Stierlin discusses the 


newer theories regarding the pathogenesis of ulcer, 
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especially those of von Bergmann and Hart, accord- 
ing to which gastric ulcer is of nervous origin. Aschofi 
ascribes the condition to mechanical causes, and 
Virchow, Payr, Schmincke, Benecke, and’ Hart, to 
vascular changes. Animal experiments have cor- 
roborated all of these views, especially those of 
von Bergmann (Gundelfinger). 

Von Bergmann constantly found defects of the 
stomach and duodenum after extirpation of the 
sympathetic nerve, which he regarded as due to 
local ischemia and spasm resulting from hyper- 
tonicity of the vagus. The author repeated these 
experiments and tested the motility with the X-ray 
but did not observe spasm even at the pylorus, or 
any actual ulcers. In further studies which were 
made of the stomach from which the afferent nerves 
had been removed he feund a very active and cramp- 
like gastric peristalsis. The cause of this condition 
can lie only in the autonomic system of the plexus 
myentericus. In the circular muscle layer supplie:! 
by this system only tetanic contractions can occur. 
The author therefore believes that there is some 
relationship between this spastic contraction and 
the formation of ulcer induced probably by products 
of metabolism or internal secretion carried to the 
stomach by the circulation. The vagus and sym- 
pathetic nerves may also take part in it. 

On the basis of this hypothesis the author cis 
cusses the value of operative measures in cases oi 
gastric ulcer, especially gastro-enterostomy ani 
resection. The former is beneficial because it permits 
rapid evacuation, lowers the acidity, and by section 
of the nerves, causes changes in the gastric motility 
The best action is obtained if the opening is made 
transversely in the caudal portion of the stomach. 

Much more favorable results are obtained by 
transverse resection of the stomach as the physiolog- 
ical function is less disturbed. The principal benetits 
of this operation are a decrease in the acidity 
(Faulhaber and von Redwitz) and rapidity of evacua- 
tion. The primary mortality is somewhat higher but 
the later mortality is lower than that of gastro- 
enterostomy (Kloiber). 

In conclusion the author suggests a new operative 
procedure which 1s less dangerous but retains the 
advantage of the transverse resection. It consists 
in an extramucous incision around the stomach 
which eliminates the influence of the vagus nerve 
and therefore the pyloric spasm associated with 
ulcer. The evacuation of the stomach is hastened 
and the acidity is decreased. KLEINSCHMIDT (Z). 


Mayo, W. J.: The Calloused Ulcer of the Posterior 
Wall of the Stomach. Ann. Surg., 1920, lxxii, 100. 


From July 1, 1914, to July 1, 1919, 647 operations 
were performed in the Mayo Clinic on 638 patients 
with gastric ulcers, the average mortality being 3.2 
per cent. During this same five-year period 2,734 
operations were performed on 2,720 patients with 
duodenal ulcers, with an operative mortality of 1.2 
per cent. In 28 of the 638 cases of gastric ulcer the 
ulcers were multiple. Five hundred and thirty-four 

















gastric ulcers were located on or around the lesser 
curvature, 85 involved the posterior wall, 9 were 
on or around the greater curvature, 5 were on the 
anterior wall, and 5 were not located definitely. 
Eight and two-tenths per cent of the ulcers on the 
posterior wall were in the pyloric third; 75.3 per cent 
in the middle third; and 16.5 per cent in the cardiac 
third. All the ulcers were of the chronic perforating 
varieties. The ulcer encroached on the pancreas in 
53 cases, and ina few of these, on the liver, transverse 
colon, or mat of adhesions. 

Of the 85 patients with ulcer on the posterior wall 
57 were males and 28 werefemales The average age 
was 43.9 years; the oldest was 69 and the youngest 
18. The average duration of symptoms was six 
vears and six months The average weight loss was 
17.8 Ib. Anamia was present in all cases and was 
marked in 14; the maximum hemoglobin was 66 
and the minimum 26. The pain was in the epigas- 
trium in 56 per cent of the cases, in the back in 24 
per cent, radiating to the right in 15 per cent, to the 
left in 8 per cent, and downward in 8 per cent. Food 
gave relief in 50 cases. There was slight to moderate 
obstruction in 35 per cent. Nineteen patients had 
gross hemorrhages, 21 vomited blood, and 15, 
whether or not they vomited blood, had blood in the 
stools. The clinical diagnosis was correct in 71 
cases. The X-ray diagnosis also was correct in 71. 

The author states that it is difficult to determine 
the frequency with which chronic ulcer undergoes 
malignant degeneration as clinical diagnosis is 
notoriously defective, postmortem evidence cannot 
prove the original disease, and operations which do 
not permit the actual excision of the lesion or the 
removal of a specimen for microscopic examination 
cannot be relied on. Aschoff points out that if the 
lesion is cancer originally the base of the ulcer will 
prove to be cancer, while Wilson and MacCarty have 
shown that in cases of cancer on ulcer the cancer 
existed in the overhanging margins of the ulcer and 
not in the base. 

Balfour has shown that in cases of duodenal ulcer 
treated by gastro-enterostomy in which there had 
been hemorrhage before operation 1 ‘n 8 had hem- 
orrhage afterward while in cases of gastr'c ulcer 
hemorrhage occurred in only 1 in 12. Balfour ex- 
plains this by the frequent excision of gastric ulcer 
because of its liability to cancer and the infrequent 
excision of duodenal ulcers. The death rate from 
duodenal ulcer in the first two years after operation 
is practically the normal death rate and for the 
second two years is less than normal, while for gas- 
tric ulcer the average death rate in the four years 
alter operation is three times normal; a percentage 
of the patients undoubtedly die from cancer of the 
stomach. 

Methods of operative treatment are evaluated as 
follows: 

A. Cautery or knife excision is of value in cases 
of small ulcers. 

B. Gastro-enterostomy alone is at times war- 
ranted by the patient's local or general condition. 
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C. Resection by the Billroth or Polya-Balfour 
metnods is suitable for pyloric ulcers, while resec- 
tion in continuity has been found an excellent 
method for ulcers in the middle third. 


D. Excision and gastro-enterostomy are the 
logical procedures in the average case but are some- 
times followed by adhesions that immobilize the 
posterior wall of the stomach. After the posterior 
wall of the stomach is exposed through the gastro- 
hepatic omentum the ulcer is detached from the 
pancreas and a specimen removed for microscopic 
examination. The ulcer is then excised with the 
cautery and the gap in the stomach closed; the 
suture line is covered with the end of the great 
omentum which is drawn through an opening made 
in the gastrocolic omentum into the lesser cavity 
of the peritoneum and attached in such a manner 
as to cover the field of operation. A posterior gastro- 
enterostomy completes the operation. 


Woolsey, G.: The Results of Operation in Gastric 
and Duodenal Ulcers. NV. York M. J., 1920, exi. 
84. 

The author reports in detail the results of various 
operations performed in 109 cases of gastric and duo- 
denal ulcer during a period of about six years end- 
ing December, 1919. Cases of acute perforating 
ulcers are not included. 

Follow-up records were obtained in as many 
cases as possible. The results are considered excel- 
lent when no gastric symptoms were reported; as 
satisfactory, when there were only occasional vague 
symptoms which were not those of ulcer; and as 
unsatisfactory when the patient complained of con- 
siderable abdominal discomfort, even though it 
seemed probable that the symptoms were due to 
adhesions or other extragastric causes rather than to 
ulcer. 

There have been 7 postoperative deaths, 5 
January, 1916. 

The cases reviewed included 58 cases of duodenal 
ulcer. Reports which were received from 48 patients 
showed that the results of operation were excellent 
in 90.9 per cent. The best results were obtained by 
the Wilm’s method of pyloric exclusion which was 
performed in 20 cases. The excellent or satisfac- 
tory results in this group amounted to 94.7 per 
cent. In the 26 cases in which exclusion was not 
done 88 per cent of the operations were successful. 
While exclusion with fascia is intended to be only 
temporary, in 1 case it was found on fluoroscopic 
exa ination fifteen months after the operation. 

-Appendectomy in addition to gastro-enterostomy 
did not influence the final result in any case. 

Constipation was relieved in the majority of 
cases but was aggravated in a few. When this condi- 
tion was absent the results of operation were better 
than when it was present. 

Eructation of gas was noted three times as often 
before operation as after, and in all but 1 case in 
which it followed operation it had been present 
previously. 
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In 1 case there were symptoms of ulcer twenty- 
one months after the operation. During a gastroto- 
my two years after the first operation 6 in. of thread 
were found hanging from the inside of the anas- 
tomosis. All of the symptoms disappeared when 
the thread was removed. The Mayos have showed 
that such non-absorbable sutures are probably the 
most common cause of gastrojejunal ulcer. For the 
past four years, therefore, the author has used No. o 
chromic gut. 

In 1 case a duodenal ulcer which was not demon- 
strated in the X-ray plate was shown in the fluoro- 
scope when the stomach was pressed aside. 

Eighteen cases of gastric ulcer were treated by 
gastro-enterostomy alone, and in this group there 
were no postoperative deaths. The Murphy button 
was used successfully in 2 cases. Reports received 
from 14 patients showed that 78.5 per cent of the 
operations were successful. Gastro-enterostomy 
alone cured 1 case of hydrochloric acid burn and 3 
cases of chronic ulcer. The best results following 
gastro-enterostomy for gastric ulcer were obtained 
in cases of chronic pyloric stenosis with dilatation 
of the stomach. 

The author is convinced that excision alone is 
unsatisfactory. Better results are obtained when 
excision is combined with gastro-enterostomy or, 
better, with the Balfour cautery operation. Meso- 
gastric resection does not give as good final results 
as excision. 

There were 26 cases of gastric ulcer treated by 
resection of the stomach by the Billroth method. 
The mortality was 15.3 per cent. In gastric ulcers 
near or at the pyloric end of the stomach the author 
does a resection, preferably by the Polya-Reichel 
technique. If the antrum is normal and the ulcer 
is 3 or more inches proximal to the pylorus he does a 
mesogastric resection. When the ulcer is so far from 
the pylorus that this operation becomes difficult, an 
excision or the Balfour cautery method with a gastro- 
enterostomy is preferable. In the cases reviewed 
the results were satisfactory in only 60 per cent of 
those treated by resection. In 4 cases in which the 
Billroth method was used and in 9 treated by the 
Polya-Reichel method the results were excellent. 
Carcinoma developed in a case of non-resected ulcer 
five and one-half years after the operation, during 
which time there had been entire absence of symp- 
toms. 

Dietetic treatment should be given following opera- 
tion. The care of the teeth and gums is also import- 
ant. Operation does not cure the ulcer but merely 
puts the stomach in such a condition mechanically 
and chemically that healing of the ulcer is favored. 

Marcus H. Hosarr. 


Downes, W. A.: Congenital Hypertrophic Pvloric 
Stenosis: Review of 175 Cases in Which 
the Fredet-Rammstedt Operation Was Per- 
formed. J. Am. M. Ass.. 1920, Ixxv. 228 


Fredet suggested making a longitudinal incision 
in the serous and muscular coats of the pylorus and 
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converting the longitudinal incision into a transverse 
incision by suturing. Rammstedt suggested leaving 
the pyloric wound gaping. The Fredet-Rammstedt 
operation combines these two techniques. 

In 175 cases treated by a Fredet-Rammstedt 
operation there were 30 deaths (17.1 per cent). 
In the cases coming to operation four weeks or less 
from the date of the onset of the symptoms the 
mortality was 8 per cent. All deaths occurring in 
the hospital after operation were recorded as opera- 
tive deaths. Eighteen babies died in collapse in 
from three to seventy-two hours. None was re- 
fused operation. The average age was 9 weeks. 
The postmortem examination was negative in 
every instance. Five patients died of general peri- 
tonitis, 2 of acute gastro-enteritis, and 3 of hamor- 
rhage. 

The diagnosis was based on the history and phys- 
ical findings. The principal symptoms were 
forcible vomiting, loss of weight, and visible peristal- 
sis in the epigastrium passing from left to right. A 
tumor mass at the pylorus was considered conclu- 
sive evidence of hypertrophic stenosis. 

Downes discusses the medical treatment of the 
condition, the operative technique, and the com- 
plications. 

Of the 145 babies discharged as cured, 89 have 
been seen or traced in the last two months. All are 
in excellent health. Eleven have died and 45 have 
been lost sight of. 

The author’s conclusions are as follows: 

1. If a satisfactory history can be obtained, and 
if the findings of proper physical examinations are 
correctly interpreted, a diagnosis of congenital 
hypertrophic pyloric stenosis is possible in  practi- 
cally every case. 

2. If the patient is observed from the onset of 
symptoms, medical treatment may be tried for a 
period not longer than ten days, provided the weight 
loss does not exceed 20 per cent during this time. 
If at the end of this period the child does not show 
definite improvement, operative interference is 
indicated. Any patient who suffers a relapse while 
under medical treatment should be operated on at 
once. 

3. When data as to the previous weight are lack- 
ing and the patient’s condition is not very good an 
operation should be performed at once if the 
condition has persisted for ten days. 

4. The mortality among patients coming to 
operation within four weeks from the onset of 
symptoms is less than 8 per cent. 

5. The results following the Fredet-Rammstedt 
operation are permanent and the cure complete. 

Cart R. STEINKE. 


Gillon, G. G.: A New Pylorus. Practitioner, 1020. 
ClV, 423. 

This article presents a new and simple method 
of dealing with pyloric obstruction, a modification 
of the routine method of no-loop posterior gastro- 
enterostomy which has been done for years. There 



































































has been much dissatisfaction with the results 
obtained by the no-loop posterior gastro-enteros- 
tomy as many patients complain of uncomfortable 
sensations and vomiting, and are in poor health. 
The normal mechanism of the duodenum has been 
disturbed and the duodenal contents mix with the 
food too soon. 

The author has overcome these difficulties by 
first performing a long loop gastro-enterostomy and 
then anastomosing the proximal and the distal 
loops of jejunum 3 or 4 in. below the gastro-enter- 
ostomy. 

The distal loop of jejunum between the gastro- 
enterostomy and the jejunostomy functionates as 
the first portion of the duodenum, while the double 
jejunum at the anastomosis acts as the second 
portion of the duodenum. Accordingly the duodenal 
contents do not mix with the food until they reach 
the double portion of jejunum, and jejunal ulcers 
do not occur. 

The author’s experience over a period of nine 
years has been that patients operated upon in this 
way gain in weight very rapidly, never have hyper- 
acidity, and never suffer from the uncomfortable 
symptoms which so commonly follow the no-loop 
gastro-enterostomy. H. K. Becc. 


De Martel, T.: Gastrectomy; New Operative Tech- 
nique (Gastrectomiec; nouvelle technique opéra- 
toire). Presse méd., 1920, xxviii, 433. 

The author outlines a new method of approach 
and technique in performing a gastrectomy for 
malignancy or extensive ulceration. 

During the pre-operative period the mouth and 
teeth are thoroughly cleaned and a daily stomach 
lavage is given not only to cleanse the stomach, but 
also to accustom the patient to these measures in 
case of postoperative necessity. 

If ether is used as the anesthetic, morphine and 
scopolamine are administered to quiet the respira- 
tion and decrease secretions. Patients operated on 
under spinal anesthesia are given a small amount of 
ether in addition. Spinal anesthesia does not pro- 
duce so much shock as general anesthesia, and causes 
excellent relaxation of the abdominal wall. Para- 
vertebral anesthesia is difficult to carry out and 
often unsatisfactory. Local infiltration, which may 
be satisfactory in a gastro-enterostomy, is insuffi- 
cient for a gastrectomy. 

The patient is placed on the operating table with 
the head and upper part of the trunk in a horizontal 
position and the hips and lower extremities at an 
angle of 45 degrees. A median incision is made 
from the sternum to the umbilicus. If a gastrectomy 
is to be done, the lower pole of the incision is con- 
tinued at a right angle, thus making a triangular 
opening. This gives an excellent exposure of the 
pylorus and is also very satisfactory for operations 
on the gall-bladder and bile ducts. 

More than the usual amount of time is required 
to make the incision and close the opening, but this 
Is compensated for by the facility with which the 
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Fig. 1. The author’s crushing forceps in position for 
applying. 


> 





Fig. 2. The forceps and lock in place and ready for 
closure. 


operation may be performed. The omentum is 
stripped from the colon and incised at the area in 
which the resection is to be done and the large 
vessels on the greater and lesser curvature of the 
stomach are ligated and cut. The opening on the 
lesser curvature of the stomach created by the liga- 
tion and cutting of the vessels is enlarged to accom- 
modate the author’s ecraseur, or crushing for- 
ceps. This forceps is composed of six blades with 
a detachable clip on each end to aid in applying it 
and maintaining the alignment. After its applica- 
tion the two central crushing blades are removed 
and the stomach is sectioned between the others. 
Sufficient tissue is left on the proximal side to per- 
mit suturing of the opening. The pyloric end is then 
raised and a section made through the duodenum. 
This is done either by clamping and infolding, or 
by tying en masse and infolding after crushing. 
The majority of accidents following gastrectomy 
are due to poor closure of the duodenum. Peri- 
toneal surfaces should be approximated accurately. 
The duodenum should be completely covered on 
its posterior side and, with the denuded surface of 
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the pancreas, should be protected with a portion of 
the omentum. 

The operation is completed by an anterior gastro- 
enterostomy parallel to the resected border of the 
stomach. A. J. ScHOLL, Jr. 


Bland-Sutton, J.: Clinical Lecture on Fibroids, 
Liporr ata, Dermoids, and Polypi of the Stomach 
and Intestine. Lancet, 1920, Cxcix, 5. 


Fibromyomata may develop in any portion of the - 


gastro-intestinal tract and may occur as subserous 
or submucous growths. They are comparatively 
rare and may lead to intussusception or vulvulus. 
Histologically they may closely resemble sarcoma. 

Lipomata occur either in the subserous or sub- 
mucous portion of the stomach and intestine. When 
formed in the subserous position they cause a dimp- 
ling of the serosa. 

Dermoids are the most rare of all tumors occurring 
in the intestinal tract and are found in the terminal 
segment of the large bowel. 

Polypi (adenomata and papillomata) single or 
multiple. may develop from the mucous membrane 
of any portion of the gastro-intestinal tract. They 
may be flattened or wart-like and simulate colic 
cancer. The symptoms are recurrent attacks of 
pain, diarrhoea, and melena. Anzmia and loss of 
weight result. The diagnosis is established by the 
sigmoidoscope. Polypi are uncommon in_ the 
stomach. J. A. H. Macown. 


Terry, W. I.: Ulcer of the Jejunum following 
Gastrojejunostomy. J. Am. M. Ass., 1920, Ixxv, 
210. 

The principal factors in the production of jejunal 
ulcer following gastro-enterostomy are the introduc- 
tion into the jejunum of non-neutralized acid gastric 
juice and the lowering of the resistance of the jejunum 
or the anastomotic opening to the digestive action 
of the gastric juice by trauma. The further down 
the jejunum the anastomosis with the stomach 
is made, the greater the probability of the develop- 
ment of a jejunal ulcer. This explains the greater 
number of ulcers after the anterior operation in 
which the longer loop is employed. 

Three case reports are given somewhat in detail. 
The conclusions drawn are as follows: 

1. The exact etiology still remains in doubt; in all 
probability the principal factor is the diversion of 
acid chyme into a part of the intestine which has 
less neutralizing power than the duodenum. Other 
factors of prime importance are trauma, especially 
from retained sutures or anastomosis buttons, and 
infection. 

2. As the number of cases of ulcer of the duo- 
denum following pyloroplasty or gastroduodenosto- 
my is very small, it would seem wise to employ those 
operations in suitable cases. 

3. Gastro-enterostomy should be performed with 
much care; clamps, if used, should be adjusted 
without causing trauma of the viscera, and only 
absorbable sutures should be employed. 
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4. Patients subjected to gastro-enterostomy 
should be instructed as to a suitable diet and this 
diet should be continued for at least a year. In 
addition, antacids should be given if the gastric 
analyses seem to warrant their employment. 

5. Patients should be urged to seek advice 
again if pain returns. Cart R. STEINKE 


Josselin de Jong: Subserous Adenomyomatosis of 
the Small Bowel (Zur Frage der subseroesen 
Adenomyomatosis des Duenndarms). Frankfurt. 
Ztschr. f. Path., 1920, iii, 400. 

The author, who was the first to describe sub- 
serous adenomyomatosis in the literature, discusses 
the criticisms of his report made by Hueter and 
Busse. He again describes his pathologico-anatomic 
findings and states that the chronic hyperplastic 
inflammation resulting in thickening of the serosa 
and contraction of the lumen is due to stimulation 
of the surrounding connective tissue by anew growth. 
This new growth consists of small nodules contain- 
ing glandular tubules lined with cylindrical epithe- 
lium which are embedded in cytogenous tissue and 
surrounded by a layer of muscle cells. The gland 
formations are not contiguous with the mucosa of 
the bowel and differ from the normal glands of the 
mucosa. 

Hueter does not believe in the theory of new 
formation. He considers the glands of inflamma- 
tory origin and suggests that the condition should 
be called “peritonitis adenoides.”” The author 
endeavors to refute this theory on the basis of his 
experimental findings. The theory of Busse that 
the condition is due to metastatic tumor formations 
he declares is contrary to the microscopic findings. 

JANSSEN (Z). 


Bevan, A. D.: Surgery of Cancer of the Large In- 
testine. J. Am. M. Ass., 1920, Ixxv, 283. 


In cases of cancer of the large intestine in which 
there is obstruction a preliminary colostomy is of 
great value. This is usually done through a muscle 
splitting incision at the appendix area. With a non- 
cutting needle a single suture is passed through all 
the layers of the abdomen, transfixing the mesentery 
of the bowel close to the bowel itself, and out the 
opposite side of the incision, the two ends being 
fastened to a bone or porcelain button about 1 in. 
in diameter. The skin incision is then closed with a 
black silk suture without suturing the peritoneum 
or muscle, and the entire field is covered with thick, 
sterile zinc oxide paste. A No. 12 or 14 American 
catheter is introduced into the proximal loop and 
held by two purse-string sutures of Pagenstecher 
linen. The colostomy opening is completed after 
three days by electrical cauterization. 

The surgery of cancer of the large intestine is 
based on three basic principles: 

1. Different incisions must be made for carcinoma 
in different locations: a right split-muscle incision for 
cancer of the cecum and ascending colon; a large 
S-shaped incision on the right side when the growth 


























involves the region of the hepatic flexure; a large 
S-shaped incision on the left side when the growth is 
found in the region of the splenic flexure; a split- 
muscle incision.on the left side for cancer of the 
descending colon or sigmoid; and a midline incision 
above the umbilicus for tumors near the center 
of the transverse colon. 

2. The section of bowel involved by the growth 
and operative procedure must be mobilized very 
fully. 

3. In surgery of the large bowel side-to-side 
anastomosis with closure of both bowel ends by 
crushing, ligating, and invaginating with Pagen- 
stecher linen is indicated. The mortality of such 
an anastomosis is only one-half that of end-to-end 
anastomosis. 

Cases without obstruction require only one opera- 
tion, but when the symptoms of obstruction are 
noted the three-stage operation is best, i. e., colos- 
tomy, removal of the growth, and closure of the 
colostomy. The three-stage operation is preferable 
to the Mikulicz operation. 

In cases of carcinoma of the rectosigmoid the 
growth should be removed through the abdomen and 
a left inguinal colostomy made. When feasible, the 
rectum should be invaginated. If advisable because 
of the extent of the involvement the entire rectum 
should be removed. 

In the excision of carcinoma of the lower 4 in. of 
the rectum as much of the rectum should be left 
as possible after splitting the rectum and removing 
the coccyx. If the rectum is extensively involved, 
the Kraske operation with complete removal of the 
rectum and the formation of a sacral anus is neces- 
sary. On the whole, the tube resection should be 
discarded. 

Two case reports are given. Cart R. STEINKE. 


D’Agostini, F.: The Diagnosis of Perforation of 
Meckel’s Diverticulum and Observations Con- 
cerning Diverticulitis in General (Contributo 
alla diagnosi della perforazioni del diverticolo di 
Meckel e delle diverticolite in genere). Riforma 
med., 1920, Xxxvi, 565. 


The author does not discuss Meckel’s diverticu- 
lum as a complication of intestinal obstruction, but 
considers the differential diagnosis between perfora- 
tion of this structure and perforation of the appendix. 
The symptoms of the two lesions are similar and 
the differentiation is often difficult. 

The literature shows that a diagnosis of perfora- 
tion of Meckel’s diverticulum is made very rarely. 
The author believes, however, that such a diagnosis 
is possible if the anatomical differences in the 
appendix and diverticulum are borne in mind. The 
appendix is richer in lymphatics and follicles than 
any other part of the large intestine. Meckel’s 
diverticulum, though similar in structure to the 
tunics of the intestine, is more reduced and rudi- 
mentary in its strata and poorer in vessels because 
of its vestigial nature. Inflammation in either the 
appendix or the diverticulum originates in the 
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mucosa, but in the case of the appendix the lym- 
phatic system is more rapidly involved. Perforation 
of the appendix is preceded by a true general and 
diffuse lymphangitis which is centrifugal from the 
walls of the meso-appendix and adjacent peritone- 
um. Such a lymphangitis always precedes the 
appendicular lesion and is characterized by more or 
less intense local pain in the right iliac fossa. 
Because of the poorer supply of lymph vessels in 
the diverticulum symptoms preceding diverticular 
perforation pass unobserved and perforation results 
in a sudden diffuse peritonitis without any history 
of abdominal disturbances. The seat of pain is also 
different from that in perforation of the appendix. 
Differentiation between the two conditions is 
most important as a lesion of the diverticulum 
demands immediate operation whereas in cases of 
appendicular lesions expectant treatment may be 
given. Wiiram A. BRENNAN. 


Stone, H. B.: Some Plastic Operations on the 
Rectum. Surg.,Gynec., & Obst., 1920, xxx, 608. 


This article reports four operative methods. 

1. A method of clearing defective Whitehead 
operations by mobilizing the skin about the anus 
and shifting it upward. 

2. An operation for annular strictures based on 
the principles of the Heinecke-Mikulicz operation. 

3. An operation for tubular strictures in which a 
flap of vaginal mucous membrane is shifted to the 
rectum to enlarge the amount of stricture. 

4. An operation for recto-urethral fistula con- 
sisting of the establishment of suprapubic drainage 
followed by the mobilization of the whole lower 
rectum as in an exaggerated Whitehead operation. 
This permits exposure and closure of the urethral 
opening. The portion of the bowel containing the 
fistula is then amputated and a closure made of 
the perineum and mucocutaneous margin. 


Crile, G. W.: Cancer of the Rectum. J. Am. M. Ass., 
1920, Ixxv, 286. 


From a study of the literature and his own series 
of cases of cancer of the rectum Crile found that the 
principal cause of death in this condition is infection 
and the absorption of toxins from the feces. There- 
fore the first surgical step should be the complete 
diversion of the fecal stream by a preliminary colos- 
tomy. As a rule this should be performed under 
analgesia and local anesthesia. The incision for the 
colostomy (preferably the Littlewood incision) 
should be made large enough for exploration. A 
sharp angulation of the colostomy may be obtained 
by inserting a short flanged glass tube under the 
loop of the colon and over the surface of the skin. 
A wide excision of the growth should be made after 
a week or longer. At first, infection of the field 
may be controlled by packing with well wrung- 
out iodoform gauze, but as soon as the suture line 
is secure the Carrel-Dakin method is indicated. 
The wound must be kept clean at all times. 
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If there is danger of peritonitis, or if peritonitis 
is present already, the opium-water-posture-heat 
method should be inaugurated at once. This 
method is all but specific. 

If secondary anamia is present or healing is 
retarded, blood transfusion is indicated and the 
patient should be given the benefit of a dietetic and 
hygienic regimen identical with that prescribed in 
cases of tuberculosis. 

The colostomy should be closed only after the 
intestine has completely healed. 

In 72 cases the mortality was 9.7 per cent. Crile’s 
own series of 38 operations included 20 radical 
operations with no mortality. The end-results will 
be reported later. This article contains one table 
and seven illustrations. Carv R. STEINKE. 


LIVER, GALL-BLADDER, PANCREAS, 
AND SPLEEN 


Einhorn, M.: The Diagnosis and Treatment of 
Gall-Bladder Affections. .V. York M.J., 1920. exii, 
I. 


The diagnostic methods used by the author in 
cases of obscure gall-bladder affections are as 
follows: 

1. X-ray examination. By this means conditions 
casting shadows in the region of the gall-bladder can 
be detected. It can be determined also whether the 
duodenum has been distorted by the gall-bladder 
lesion and whether the gall-bladder, pylorus, and 
duodenum have been pulled to the right by ad- 
hesions. 

2. Direct examination of the bile obtained from 
the duodenum when the patient is fasting. In 
pathologic conditions the bile is turbid and dark and 
contains mucus and pus. Frequently also bacteria, 
cocci, and accumulations of cholesterin and calcium 
crystals are found in it. Pus and mucus indicate the 
presence of cholecystitis. Pus and mucus plus 
cholesterin and calcium crystals indicate cholecystitis 
and stone. In complete obstruction of the common 
duct no bile will be found. 

3. Duodenal bucket and string test. This test 
differentiates between peptic ulcer and gall-bladder 
affections. Clear bile in the bucket with blood stain 
on the string indicates ulcer, while a turbid bile and 
a negative string test indicate gall-bladder pathology. 

These examinations plus the clinical symptoms 
and the objective findings should make the diagnosis 
more conclusive. 

The treatment of all gall-bladder affections may 
be divided into that of acute and chronic conditions. 

Acute cholecystitis with or without stones should 
be treated by absolute rest, hot applications, 
opiates, colonic flushings with warm saline, and 
drinks of warm water or tea. Recurrent attacks 


should be warded off by reducing stagnation of the 
bile and combating the infection. 

Chronic cholecystitis is treated in the same manner 
except when there are several severe recurrent at- 
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tacks and when mild attacks are accompanied by 
a leucocytosis, the condition is due to obstruction, 
and malignancy is suspected. In such cases opera- 
tion is necessary. Harotp K. Becc. 


Hall, M.W.: A Study of the Blood after Splenec- 
tomy: with Special Reference to the Leuco- 
cytes. Am.J. M. Sc., 1920, clx, 72. 


Hall reports the case of a cavalryman at Fort 
Houston, Texas, who, while caring for his horse after 
the usual drill, was seized with faintness, nausea, 
and sudden sharp pains in the left upper quadrant of 
the abdomen. A laparotomy was performed six 
hours later. Hemorrhage in the peritoneum was 
traced to a small tear in the spleen. 

In most previous reports on the blood picture 
after splenectomy emphasis has been laid on the 
changes in the red cells and hemoglobin, although 
far more striking changes, both quantitative and 
qualitative, have been recorded for the leucocytes. 
In the author’s case anemia was of such slight degree. 
if present at all, that attention was concentrated on 
the white cells almost exclusively. 

The changes in the white blood cells are shown in 
this article by a series of charts. The observations 
may be divided into three periods, the first covering 
the time from the seventh to the sixteenth day after 
operation; the second, an intermediate period; and 
the third, a period extending from October 15 to 
November 5, when the study ended. Uniform 
results are recorded for the first and last periods. The 
averages for the intermediate period were valueless 
because of marked variations. 

In the final period comparative equilibrium with a 
moderate increase in the total count due entirely to 
lymphocytes and endothelial cells was reached and 
the granular leucocytes showed strictly normal 
figures. The endothelial cells were constantly 
increased both relatively and absolutely. A striking 
feature in the study was the fact that at no time was 
an eosinophilia present. A. R. HoLienper. 


MISCELLANEOUS 


Decker, R., Jr.: Technical Progress in the X-Ray 
Examination of the Abdominal Organs by 
Means of Pneumoperitoneum = (Technische 
Fortschritte der Roentgenuntersuchung der Bauch- 
organe mittels Pneumoperitoneum). Muenchen. 
med. Wehnschr., 1920, \xvii, 664. 


The author usually inserts the Denek needle in 
the midline between the umbilicus and the sym- 
physis pubis. The needle, which is dull and closed in 
front, has a side opening. The inflowing air, about 
2 liters, is drawn out of two glass flasks half filled 
with a mercuric chloride solution and connected by 
apipe. After the X-ray examination has been made 
with the patient in various positions, the air is 
allowed to come out through the needle. Deep 
inspiratory movements and external pressure aid in 
the deflation. The examination may be made also 
while the patient walks about. 























Inflation of the large intestine or of the stomach 
by effervescing powder is sometimes necessary in 
addition to the pneumoperitoneum. Inflation is 
contra-indicated by meteorism and suppuration. 
The method is especially valuable for detecting 
intra-abdominal tumors, postoperative inflamma- 
tory carcinomatous pockets, and peritoneal tuber- 
culosis in children. In cases of tuberculosis the air 
is allowed to remain in the abdomen for thera- 
peutic reasons. 

Diseased and changed gall-bladders, unless 
shrivelled up, are almost always evident, but the 
gall-bladder contents are not visible unless calcium 
stones are present. The early diagnosis of cancer 
of the stomach is aided by the inflation method. 

Diagnoses of spleen, liver, and kidney conditions 
are reported. Pneumoperitoneum will not replace 
the former X-ray examination, but will supplement 
it. Grasurey (Z). 


Stein, A., and Stewart, W. H.: Pneumoperitoneal 
Roentgen -Ray Diagnosis. /..1m. AJ. .1ss., 1920. 
Ixxv. 7. 

In rgrg Stein and Stewart adopted pneumoperi- 
toneal roentgenography in order to diagnose abdom- 
inal lesions more accurately. Since that time 
they have so improved the technique that they 
are now able to show the parenchymatous organs, 
their mutual relations, and their pathologic changes 
distinctly. The procedure has been utilized in 80 
cases with no untoward effects. The ages of the 
patients varied from 4 to 74 years. The practicabili- 
ty of the method in the cases of children is shown 
by a recent diagnostic inflation of the abdomen of a 
g-year-old boy. In this case, the presence of a 
mass on the right side, in the region of the dia- 
phragm, was suspected but was disproved by the 
inflation. 

The only apparatus necessary for pneumoperi- 
toneal roentgen-ray diagnosis is a lumbar puncture 
needle, a rubber tube, and an oxygen tank. The 
lumbar puncture needle and the rubber tube 
having been thoroughly sterilized and the tube 
connected with the oxygen tank, the apparatus is 
ready for use. 

The patient is prepared as for an roentgen-ray 
examination by a thorough cleansing of the bowels 
and emptying of the bladder just before the infla- 
tion is begun, and 1% gr. of morphine is given half 
an hour previously. 

The needle is usually inserted in the median line 
about one to two finger breadths below the umbilicus 
The skin in this area is thoroughly cleaned with 
tincture of iodine. The use of a local anesthetic is 
unnecessary. Merely taking a fold of the skin 
tightly between the fingers is sufficient to counteract 
any pain incident to the introduction of the needle. 

The needle is slowly inserted as far as the fascia. 
Then, by very gentle pressure, it is eased through 
the fascia and peritoneum into the abdominal 
cavity. The free end of the rubber tube having 
been connected with the needle, the oxygen is 
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allowed to flow gently into theJabdominal cavity. 
The amount of gas varies from 2 to 4 liters according 
to the requirements of the particular case. 

The air or gas used in the application of this 
method is not sterilized. 

In the authors’ experience the method has had no 


unfavorable effects. The elasticity of the intestine 
permits it to recede before a sharp intruding body 
such as a needle. 

About one-third of the patients have complained of 
marked pain in the shoulders following distention 
of the abdomen to its full capacity. No heart 
symptoms except a slight rise in pulse were noted. 

Recently the authors have employed the de- 
flation method to relieve the patient of real or 
imaginary pain in connection with the procedure. 
After the patient has been brought back to bed the 
lumbar puncture needle is reinserted in the same 
manner as before, so that the air may escape through 
it. Before the adoption of the deflation method it 
was found that occasionally the pain did not begin 
until late in the evening. In this event the foot of 
the patient’s bed was elevated in order to confine 
the oxygen to the lower pelvis and reduce the 
pressure against the diaphragm. 

Pneumopcritoneum demonstrates all the paren- 
chymatous organs which heretofore have not been 
rendered sufficiently plain in the roentgenogram. 
The authors have been able to show the liver and, 
in many instances, pathologic enlargements and 
deformities of the gall-bladder. In several cases 
gall-stones, different varieties of splenic enlarge- 
ment, and cysts of the liver, pancreas, and ovaries 
were demonstrated, while in others the female 
genital organs in their entirety and tumors of these 
organs were shown. 

Probably one of the most distinct reproductions 
is the renal outline. When used in conjunction with 
pyelography, pneumoperitoneum accurately out- 
lines the renal pelves and calices and at the same 
time shows in detail the renal structure, its enlarge- 
ments, and deformities. 

Changes of the vertebral column are also much 
more clearly revealed by this method. 

The contra-indications to the use of pneumo- 
peritoneum are acute appendicitis and peritonitis. 
Patients who have used alcohol to excess do not 
tolerate the method well. 

The procedure should not be employed indis- 
criminately but should be reserved for suitable 
cases. In trained hands and when used with a 
proper technique, it yields the most gratifying 
results. GEORGE W. Hocurein. 


Reed, C A. L.: Some Typical Recoveries in Iowa 
from Chronic Convulsive Toxzmia (Epilepsy) 
following the Surgical Correction of the Ab- 
dominal Viscera. J. /owa State M. Soc., 1920, x. 204. 

with its anatomical 


Constipation associated 


disturbances may produce the typical attacks seen 
in epilepsy. These cases usually bear out the follow- 
ing facts: 


(1) there is a constant relationship 
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between the convulsive phenomena and fecal re- 
tardation; (2) the fecal retardation depends upon 
anatomical disturbances, generally ptosis of some 
part of the gastro-intestinal tract; and (3) it is 
frequently possible to cure both the constipation 
and the convulsions by the surgical correction of the 
anatomical conditions underlying and causing the 
constipation 

In the series of cases reviewed either grand mal, 
petit mal, or both were present and associated with 
constipation. The diagnosis was greatly aided by the 
use of the barium meal and the X-ray which con- 
firmed the location of the anatomical disturbance. 
The anatomical disturbances found were: caloptosis, 
redundant sigmoid, descensus of the liver, gastro- 
caloptosis, Lane's kink, ctcal dislocation, and adhe- 
sions at various locations. 

The operative treatment consisted of the breaking 
up of various adhesive bands, hepatopexy when the 
liver was involved, and straightening of the cecum 
if it had become rotated following an operation for 
appendicitis. When a Lane’s kink was discovered the 
lower portion of the ileum was freed. In cases which 
are not suitable for immediate operation an ap- 
pendecostomy may be performed, more radical in- 
tervention being delayed. 

Of 26 surgical recoveries, 8 have been actual cures 
and 11 probable cures. Many of the patients 
have not been heard from since the primary opera- 
tion. RosertT R. MustELL. 


Hohlbaum, J.: Congenital Defects in the Mesentery 
Causing Intestinal Obstruction (Ueber die 
angeborenen Mesenterialluecken als Ursache von 
Darmeinklemmung). Beitr. 2. klin. Chir., 1920, 
cxix, 468. 


The author reports three cases of ileus caused by 
a defect in the mesentery. In these cases the de- 
fects were found in the mesentery of the lowest 
portion of the ileum near the ileocecal juncture. 
This is the most typical location. A satisfactory 
explanation for the formation of such defects has 
not yet been discovered. Trauma, which is placed 
foremost among the possible causes in the older 
literature, is rare and therefore cannot be a very 
important factor. On the other hand, the fact that 
the mesentery near the ileocecal juncture is fre- 
quently found lacking in fat and blood vessels and 
is often thin and free, and the fact that other 
anomalies in formation are found indicates that the 
condition may be congenital. Prutz believes that the 
cause is inflammation but as a rule no inflammatory 
changes about the edges of the defective mesentery 
and in the surrounding tissues can be discovered. 

In the first case reported by the author adhesions 
had been formed in the vicinity of the defect and a 
calcified mesenteric lymph gland was found lodged 
within the opening underneath. While in this 
instance it could be readily assumed that the defect 
in the mesentery was of inflammatory origin, especi- 
ally as the patient gave a history of mesenteric 
lymph-gland tuberculosis, the fact that such defects 


INTERNATIONAL ABSTRACT OF SURGERY 











do not occur after peritonitis renders it improbable 
that inflammation is an important factor in most 
cases. If it were, defective mesenteries would be 
more frequent also after appendicitis. On the other 
hand such inflammatory changes may result second- 
arily because of the defect. 

In one case described by the author another 
anomaly was found in the sigmoid flexure which 
was adherent, displaced to the right, and suspended 
from a short mesosigmoid. This condition could 
not have been caused by inflammation, but must 
have been of congenital origin, a view supported by 
the studies of Toldt and Konjetzny. The adhesion 
of the mesosigmoid to the duodenojejunal flexure 
and the mesentery of the small intestine has been 
described by them as a developmental anomaly in 
the foetus. A shortening of the mesentery with con- 
sequent stretching causes the formation of holes. 
Given this defect, ileus results whenever the intes- 
tines, especially the small intestine, become incar- 
cerated in the opening, the gravity of the condition 
depending upon the degree of the incarceration. 

In two of the cases observed by the author there 
was severe strangulation with alarming symptoms 
and rapidly spreading gangrene. In one case the 
obstruction resulted from volvulus of the loop of 
bowel within the opening in the mesentery. To 
explain the volvulus Hohlbaum refers to the experi- 
ments of Payr on the causes of rotation of the intra- 
peritoneal organs. The diagnosis is difficult. In 
one instance the condition was diagnosed as appendi- 
citis because of the location of the obstruction. At 
operation the character of the obstruction is very 
difficult to determine, and the openings in the 
mesentery are not easily sutured. To close the hole 
in the mesosigmoid the author uses the omentum. 

HELLER (Z). 


Ross, G. G.: Mesenteric Thrombosis. Ann. Surz., 
1920, Ixxii, 121. 

Thrombosis of the mesenteric vessels is a condition 
of interest to the surgeon not only because of its 
comparative rarity, but also because of its gravity, 
the difficulty of diagnosis, and the corresponding 
lack of success in its treatment. 

The superior mesenteric artery alone supplies the 
small intestine and practically all of the large bowel 
with the exception of the descending colon, the 
sigmoid, and the rectum. The duodenum has a 
double blood supply. The superior mesenteric 
artery is an end artery while the inferior mesenteric 
is not. 

There seems to be no doubt that arterial blocking 
in the mesentery is far more common than ob- 
struction of the venous circulation. 

Arterial obstruction results from embolic plugging 
of the vessel, thrombotic obliteration, or thrombosis 
developing at the site of lodgment of an embolus. 

Venous obstruction is of an ascending or a 
descending variety. Whatever the nature of the 
beginning of the process, its course, prognosis, and 
treatment are the same. 


























Ross classifies cases of mesenteric thrombosis into 
those in which the process is the primary surgical 
condition, i.e., the condition the surgeon is called 
upon to diagnose and treat, and those in which the 
condition follows as a complication or secondary 
involvement some surgical condition already dealt 
with. 

Elaborate classifications and tabulations of histor- 
ies and groups of cases have failed to bring out a 
syndrome upon which even a probable diagnosis can 
be made safely in a fair percentage of instances. 
It is true that in some cases, especially those that 
are postoperative, slow in onset, and of the venous 
form of thrombosis, there are no symptoms which 
would even suggest the true condition interfering 
with the patient’s recovery. 

When a thrombosis occurs, the blood supply of a 
certain segment of intestine is stopped or diminished 
to a great degree. This is followed by a decrease of 
function manifested by lessened peristalsis. Unless 
the segment of bowel affected is very minute, the 
cessation of peristalsis within it soon causes stop- 
page due to local paralytic ileus, and the signs of 
intestinal obstruction develop. Further changes, 
gangrene, perforation, etc., are terminal stages 
only. So far we have not arrived at a point of 
diagnostic skill which makes it possible to differen- 
tiate with certainty the variety of an intestinal 
obstruction. 

In five of the author’s six cases pain was a promi- 
nent symptom. In the sixth case the mesenteric 
thrombosis followed a pelvic operation. 
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As a result of his study of these and other cases, 
Ross has arrived at the following conclusions: 

1. Arterial mesenteric thrombosis is a lesion 
causing a form of acute intestinal obstruction which 
is rare but should be borne in mind. 

2. The syndrome of this condition is that of an 
acute intestinal obstruction which is slower in onset 
than the purely mechanical forms of acute ob- 
structive ileus (adhesion, volvulus, etc.). 

3. Venous mesenteric thrombosis gives rise to 
more vague symptoms and is slower in its course than 
arterial obstruction. It has also a more definite 
tendency to become cured spontaneously and to 
develop as a secondary or postoperative condition. 
When a collateral circulation is not established, 
however, the final symptoms are the same as those of 
arterial obstruction. 

4. The treatment of mesenteric thrombosis is the 
treatment of any form of acute intestinal obstruc- 
tion, i.e., early operation. The procedure employed 
must vary with the condition found. If the vitality 
of a segment of gut has been gravely affected, 
resection is indicated. If the patient’s condition 
contra-indicates resection, the gut should be drawn 
out of the abdomen and fastened to the edges of the 
wound. A Paul’s tube should then be introduced, 
resection being delayed. 

In one case of the author’s series a spontaneous 
cure resulted. While this may occur at times, such 
isolated instances do not refute the general rule that 
an early radical procedure is indicated. 

GrEorGE W. Hocuren. 


SURGERY OF THE EXTREMITIES 


DISEASES OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Perthes, G.: A Contribution to the Etiology of 
Osteochondritis Deformans, with Remarks on 
the Articles of Sundt and Waldenstroem (Bei- 
trag zur Aetiologie der Osteochondritis Deformans, 
nebst Bemerkungen zu den Artikeln von Sundt und 
von Waldenstroem). Zentralbl. f. Chir., 1920, xlvii, 
542. 

In discussing the findings in 28 cases of osteo- 
chondritis deformans Perthes states that he is not 
inclined to regard trauma as the etiological factor in 
most cases although it may be the cause when limp- 
ing occurs immediately after a slight injury or follow- 
ing jumping or overstraining. In only 2 of his cases 
was trauma sustained of such a degree that it could 
have been the cause of the condition, and in these 
instances it is possible that the disease was present 
before and was merely called to the patient’s atten- 
tion by the injury. 

Sepp considers trauma the only etiological factor 
but this theory is open to question also in cases in 
which the condition follows the reduction of a con- 
genital dislocation of the hip. In such cases the 
disease is sometimes found in the hip which was not 





dislocated or reduced. Tromme believes the condi- 
tion to be the result of late rickets, but in the cases 
reported by Perthes rachitic symptoms appeared in 
only 1 instance and in this case were insignificant. 
Tromme’s observation that the disease may occur 
in other bones than the femur is important. Terkher 
observed 2 cases in which it was bilateral. In 1 case 
there was trauma and both hips were affected simul- 
taneously. Brandes assumes that the condition may 
result from nutritional disturbances due to develop- 
mental disturbances. In this connection Perthes 
presents another case in which the osteochondritis 
followed mild rheumatic arthritis which was cured 
in the right hip and other joints but led to nutri- 
tional disturbances of the upper epiphysis of the 
left femur. The left hip had previously been found 
normal by X-ray examination. RAESCHKE (Z). 


Dieffenbach, W. H.: Osteomalacia: Is It a Rare or 
Rather Common Disease? Med. Rec., 1920, xcvii, 
995. 

During the past few years the author has seen 
an increasing number of cases of osteomalacia. 
The same increase was noted by Fromme in Goet- 
tingen and in Vienna and is probably the result of 
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underfeeding due to the war. Many of the patients 
were referred for chronic rheumatism and arthritic 
conditions. On the basis of his experience the 
author draws the following conclusions: 

1. Osteomalacia is not an uncommon disease, but 
as a rule is not recognized until spontaneous frac- 
tures cal] attention to it. 

2. Osteomalacia simulates 
thritic conditions. 

3. In addition to the roentgen picture, which is 
typical and easily disclosed, there are a sufficient 
number of clinical manifestations to indicate the 
presence of the lesion in its early stages. 

4. The clinical manifestations include a charac- 
teristic short, unsteady gait, the back being bent 
and the head lowered; indefinite or vague rheu- 
matic pains referred to different articulations; an 
excess of earthy phosphates in the urine; frequency 
of the white line of Sargent; and, as the disease 
continues, diminution in height due to atrophy of the 
bone or bending of the femur and other long bones. 

5. Judging from the endemics in Central Europe 
the condition seems to be due to undernutrition or 
improper nutrition with deficiency of lime, phos- 
phorus, and vitamines. 

6. Suprarenal, parathyroid, and gonad deficien- 
cies are also noted in cases of this lesion. Whether 
these are reflexly due to the nutritional defects men- 
tioned or are primary remains to be determined. 

7. Treatment by rest, actinotherapy, diet, and 
endocrine products, especially when the condition 
is not too far advanced, will be effective. 

ApoLteH HARTUNG. 


rheumatic and ar- 


Law, A. A.: War Wounds of the Major Joints. 
Minnesota Med., 1920, iii, 337. 


The treatment of joint wounds was entirely 
changed during the world war. Instead of the old 
accepted theory that the synovia has little resistance 
to infection it is now believed that it is very resistant. 

The principles of treatment of joint wounds 
instituted by Willems of Belgium and Delore of 
Lyons are as follows: (1) Early débridement and 
closure; (2) recognition of the exceptional resistance 
of the synovia to infection; and (3) immediate and 
sustained free mobilization of the joint. 

This treatment has lowered the mortality from 
27.6 too.g per cent, has decreased the mortality of 
thigh amputation from 30 to 2.8 per cent, and has 
resulted in a more or less movable joint in about 85.5 
per cent of the cases. 

Contamination followed all battle wounds in 
from eight to ten hours, but infection did not 
supervene until later. 

The purpose of early débridement, the ideal 
treatment, is to remove all foreign bodies, infected 
material, and devitalized tissue, leaving the wound 
sterile. if done sufficiently early, primary closure is 
indicated, but if the wound is contaminated, chemi- 
cal disinfection and secondary closure are necessary. 

A drain may be left down to the synovia, but 
should never enter the joint. The synovial fluid 
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remains sterile for sixty hours after the rest of the 
wound is contaminated. 

Active movements should be begun early and 
continued. If begun early they are not painful. 
In knee and ankle injuries, if there has not been too 
much destruction of the joint, walking should be 
begun on the second day and continued. 

When a joint is distended with fluid frequent 
aspiration is indicated. 

If half of a condyle or the articular plateau of the 
tibia is left a useful joint may be expected. In 
aseptic joints a large, loose, sterile fragment . of 
bone may be nailed or screwed in place. 

In the elbow joint useful function may be expected 
following a greater loss of structure. 

If much bone is lost in the knee or ankle, early use 
of a hinged splint for mobilization is necessary, but 
when the popliteal vessels are injured early 
amputation is imperative. 

Willems’ open mobile treatment of a septic joint 
gives the best assurance of a mobile joint. 

Joint injuries complicated by comminuted fracture 
of the long bones were the most serious type during 
the war. When, in such cases, the fracture itself was 
immobilized by ice tongs and a splint, it was some- 
times possible to mobilize the joint. 

Wounds of the shoulder and hip require resection 
more often than all other types of joint wounds 
combined. Marcus H. Hoparr. 


Ely, L. W.: The Second Great Type of Chronic 
Arthritis: A Laboratory and Clinical Study. 
Arch. Surg., 1920, i, 158. 


The type of arthritis with which this paper deals 
is characterized macroscopically by cartilaginous 
and bony lipping at the circumference of the joint, 
bony spurs at the points of insertion of the capsule, 
thickening of the cartilage followed by calcification 
and erosion which leaves the underlying bone bare 
condensation of this bone (eburnation) with groov- 
ing in the line of joint motion, hypertrophy of the 
synovial membrane with marked villous formation, 
and frequently fluid in the joint. Adhesions are sel- 
dom formed in such joints. the limitation of motion 
being due principally to bony distortion. 

Microscopically the cartilaginous cells are swollen 
and arranged in groups which are tattered, irregu- 
lar, and often bizarre in appearance. Later in the 
process these cells disappear and the thickened sub- 
jacent buttress of bone is left bare. The synovial 
membrane often shows cellular infiltration. The 
marrow is fatty and fibrous, contains minute spic- 
ules of bone and cartilage, and frequently shows 
areas of cellular infiltration. Rarefaction of the 
bone near the joint is a prominent feature. Dis- 
tinct irregular cavities, sometimes resembling cystic 
formation, are present in a large number of cases. 
The essential feature of this type of arthritis is an 
aseptic necrosis with cavity formation in the bone 
at a short distance from the joint. 

Pain. stiffness, deformity, disability, and muscular 
atrophy of a low-grade form of arthritis are usuall\ 





























present. The joint is swollen. In the hands the 
disease attacks by preference the terminal inter- 
phalangeal joints—Heberden’s nodes. It occurs 
frequently in the hip, spine, and knee and is consid- 
ered uni-articular except in the spine and fingers. 
In spinal affections the pain may be felt in the back, 
around the trunk, or down the extremities—hence 
the complaint of neuritis, lumbago, or sciatica. 

The first step in the treatment consists of the 
removal of foci of infection. The vast majority of 
such patients have alveolar infections. Dry heat, 
baths, electricity, massage, and Bier’s treatment are 
all of value in relieving the pain. In several cases 
resection of the involved joint with the production 
of ankylosis is indicated. 

The author draws the following conclusions: 

1. The second great type of chronic arthritis has 
two distinguishing features: (1) bone production 
(lipping, spurring) at the joint line, and (2) absence 
of union between the ends of the bones. 

2. The chief pathologic feature is the presence of 
areas of aseptic necrosis in the bone near the articu- 
lar surface. 

3. The primary cause is probably infection in the 
alveolar processes of the jaw. 

4. Alveolar infection causes only this type of 
arthritis. 

5. Tuberculosis, gonorrhoea, syphilis, etc. never 
cause this type of arthritis. 

6. Emotion, impairment of digestion, and trauma 
are only contributory factors. 

7. This type is the senile type of arthritis. 

Louis HANDELMAN. 


Roberts, P. W.: The Prevention and Treatment of 
Weak Foot in Children. /. .im. M. Ass., 1920, 
Ixxv, 237. 

In a previous paper the author demonstrated that 
rotation of the os calcis and its anteroposterior axis 
determines the degree of strain borne by the longi- 
tudinal arch, and that by directing the course of 
such rotation outward, foot strain may be prevented 
und weak foot overcome. 

Three common factors in the etiology of weak 
foot are improperly designed shoes, unequal devel- 
opment of the leg muscles, and deviation of the nor- 
mal mechanical relations between the tarsus and leg. 

The most important single factor in preventing 
weak foot and developing the normal arch is the 
maintenance of the upright position of the os calcis 
during the period of growth. This may be done by 
simply thickening the inner border of the heel or 
by means of a plate which grasps the heel and holds 
it in the correct position without interfering with 
the front of the foot or the muscles and ligaments of 
the sole of the foot. The author emphasizes also 
the advantage of muscle training but states that 
such training can be given only when the child is old 
cnough to co-operate. 

In the prophylactic treatment, proper shoes, 
which are large enough at the ball of the foot to 
prevent crowding of the metatarsal bones and to 
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allow plenty of room for the toes to be completely 
straightened are essential. There are three normal 
types of feet: the straight foot, the in-flared foot, 
and the out-flared foot. The popular so-called 
orthopedic lasts with their inward swing are correct 
for only one type of foot. 

The author calls attention to plates which he has 
designed to grasp the os calcis and hold it in the cor- 
rect position. Cart C, CHATTERTON. 


FRACTURES AND DISLOCATIONS 


Hertzka, E.: Fractures of the Ribs (Ueber Rippen- 
frakturen). Wien. med. Wehnschr., 1920, vii, 336. 

This article is based upon 576 cases of rib frac- 
tures observed at the surgical clinic of the University 
of Vienna during the past ten years. After a short 
introductory discussion of the location, course, and 
important anatomical relations of rib fractures the 
author reviews the etiology and symptoms briefly. 

Hertzka has observed only fractures induced by 
direct or indirect force. The most common compli- 
cation is hemoptysis. Next in order are hemo- 
thorax and skin emphysema. Skin emphysema is 
due usually to increased intrathoracic pressure with 
tearing of the pleura. More rarely it is the result 
of direct injury of the lung by a rib fragment, and 
when this is the cause the danger. of haemothorax 
and infection is much greater. In one of the author’s 
cases the emphysema was not observed for several 
days after the injury. 

In the presence of abdominal rigidity and general 
shock an injection of morphine is indicated early. 
This leads to relaxation if no other pathologic proc- 
esses are present. In order to prevent pulmonary 
complications the patient should get up soon after 
adhesive plaster immobilization has been obtained. 
The same procedure is indicated also in uncompli- 
cated cases of hamothorax as it tends to shorten 
the duration of disability. OsKAR MAyER (Z). 
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TENDONS, ETC. 


Desfosses, P.: The End-Results of Resections of 
the Wrist (Les résultats éloignés des résections du 
poignet). Presse méd., 1920, xxvii, 893. 

Farabeuf holds that the outcome of resections of 
the wrist has been very poor, especially in military 
surgery, but that the technical progress of the latter 
period of the war was an improvement over that 
of the first year. 

In order to show the poor results obtained he 
describes a number of typical cases of resection of 
the wrist following traumatism by war projectiles. 
Excision of the entire carpus and of the lower 
extremity of the cuboid was done in the case of a 
wounded man whose left hand was hanging useless. 
Movements of flexion, extension, supination, and 
pronation were impossible. There was only a slight 
adduction and abduction of the thumb against the 
index iinger; the other fingers were absolutely use- 





























Author’s splint allowing flexion of hand. 


less. In another case the hand was ankylosed in 
flexion on the wrist. Resection was limited to the 
carpus, the lower extremity of the bone of the fore- 
arm being left intact. In a third case resection in 
which the pisiform was left in place gave a result 
which was no better. A fourth patient had a wide 
excision of the lower extremity of the bone of the 
forearm which allowed the hand relative freedom 
of movement. A supportive splint made it possible 
for the hand to execute movements of flexion. 
When the carpus was left, even if the loss of bone 
substance was slight, the functional result was gen- 
erally poor. 

In the only successful resection for arthritis the 
trapesius, the pisiform, and the lower extremity of 
the radius were left intact. 

The danger of wrist resections lies in the possibil- 
ity that ankylosis will result. In wrist resections, 
as Farabeuf first taught, the vessels, nerves, tendons, 
and muscles must be carefully preserved. During 
the postoperative period daily passive and active 
movements are necessary in order to combat mus- 
cular atrophy. A. J. ScHOLL, Jr. 


Meyer, H.: The Plastic Repair of the Thumb (Der 
plastische Ersatz des Daumens). Beitr. 2. klin. 
Chir., 1920, Cxix, 386. 

The author discusses the various methods which 
have been proposed for the repair of the thumb and 
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describes two of them in detail. In the first of these 
two methods the surrounding tissues are utilized. 
The flap is made as in the stump operation of Schmidt- 
Krukenberg or according to Luksch’s method, and 
an osteotomy and axis rotation are done. In the 
second method, either a pedunculated flap, a 
movable flap of skin of some other part of the body, 
a bone chip, or a toe graft is used. The method to 
be employed will depend upon the patient’s age, 
occupation, and social status. 

The author advocates the use of the pedunculated 
flap when the patient is a manual laborer, as this 
gives a strong working thumb. In the cases of 
mental workers he does toe-grafting. When it is not 
necessary to take the patient’s occupation into 
consideration or when the patient is elderly, the 
splitting or finger-graft method may be tried. If 
other fingers also are involved by the injury, the 
finger-graft method is of great value, but for 
young persons the toe-graft method is preferred. 
In recent hand injuries the insertions of the small 
muscles must be preserved if possible, and there- 
fore the dislocation of the middle finger must be 
prevented. Denuded or mutilated fingers should be 
covered immediately with body skin. When it is 
necessary to amputate a finger because of deficient 
blood supply, the removed bone should be grafted 
into the abdominal tissues at once and left there 
for later plastic use. The author reports 4 of his 
own cases. W. V. Suwon (Z). 


Galloway, H. P. J.: The Open Operation for Con- 
genital Dislocation of the Hip. J. Orthop. Surg., 
1920, li, 390. 

Galloway attempts to discredit the accepted 
treatment of congenital dislocation of the hip by 
reporting the results in 31 cases. He describes 
Lorenz’s teachings of bloodless reduction as ‘“‘se- 
ductive demonstrations,” belittles the results ob- 
tained by Wilson, and praises and seconds Sher- 
man’s “unanswerable line of argument against 
manipulative reduction.”’ Admitting that ortho- 
pedic men will hesitate to adopt the cutting operation 
for reduction of hip dislocations, he states that 
although the bloodless method represents a con- 
siderable advance over the former diagnosis of the 
condition as incurable, it does not effect a real cure. 

The author lays down the following dogmatic 
principles: 

1. All cases should be treated by open operation, 
never by manipulation alone. 

2. The common teaching that open operation 
should be reserved for cases in which treatment by 
manipulation has failed, is wrong. 

3. The best age for open operation is between 2 
and 3 years. 

4. For this operation there are two methods of 
approach the anterior being the easiest, but the 
posterior being preferable when exceptional difficulty 
is anticipated. 

5. In single dislocations there is no age limit for 
open operation. 























6. In double dislocations both hips should not 
be operated on at one time. At least eight weeks, 
and if necessary, a year, should elapse between the 
operations. 

In the anterior route, the incision is made below 
the anterior superior spine and continued between 
the tensor fascia femoris and the rectus femoris. 
After the division of the tissues along the front of 
the iliac crest, the femoral head is exposed by a 
longitudinal incision of the capsule, the constricted 
portion of the capsule (which the author insists is 
always present) is incised, and the reduction is 
obtained by combined manipulation and the aid of 
a gouge chisel to act as a “shoehorn.” The thigh is 
finally put up in plaster in position of full extension, 
with 25 degrees flexion of the knee, 60 degrees of 
abduction, and some internal rotation. 

In the posterior route, the incision extends from 
the upper border of the trochanter down along the 
outer side of the femur. The upper part of the 
trochanter is denuded, and the capsule exposed. 
In cases demanding the use of the posterior route, 
excavation of the acetabulum and tenotomy of the 
adductors may be necessary. If the ‘‘shoehorn” 
instrument will not then effect the reduction, re- 
moval of the head and neck or even a portion of 
the upper extremity distal to the femoral neck 
may be necessary before the femur is implanted in 
the acetabulum. 

Galloway analyzes the results of a total of 38 
operations. In 12 cases a cure was obtained and in 
14 the deformity was greatly improved, the lordosis 
being corrected and the stability of the hip greatly 
improved. In 1 case, however, the X-ray showed 
the head to be out of the socket, in several there was 
limitation of motion, and in a few, complete anky- 
losis. Eight especially difficult and unusual cases 
are reported. In 1 of these death resulted from 
streptococcic poisoning. In another, that of a girl 
II years of age, excision of the head, neck, and part 
of the trochanter was necessary to effect the re- 
duction. In a fourth, a case of double dislocation, 
recurrence of the dislocation of the first hip neces- 
sitated a second operation. Another case, that of a 
patient 13 years of age, required arthrodesis of the 
hip. An excellent result was obtained after re- 
dislocation. Motor paralysis was present in 1 case, 
and in another a primary tenotomy of the adductors 
was followed by heavy traction. In the last case 
mentioned, that of a woman 36 years of age, ex- 
cision of the head, the neck, and a portion of the 
trochanter was necessary. RosBert G. PACKARD. 


Borchgrevinc, O.: Amputation of the Leg. Ann. 
Surg., 1920, Ixxi, 697. 

To assure solidity of the artificial limb the leg 
should be amputated at least 22 cm. from the 
ground, or roughly, about the middle of the tibia. 
This can be done best by removing the fibula, mak- 
ing the scar so that it escapes pressure from the 
prothesis. Ligation of vessels should be avoided 
as much as possible as it interferes with the nutrition 
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of the flaps. The tendon of the biceps and other 
soft parts should be separated as close to the fibula 
as possible without injury to the periosteum or the 
insertion of the muscle into the external tuberosity 
of the tibia. Every part of the stump should be 
covered carefully with fascia. The scar must not 
pass over the end of the tibia, but should be sit- 
uated posteriorly, at least 3 cm. above the end 
of the stump. 

Following such an amputation the weight is 
supported by the tuberosities of the tibia and its 
lower end as well. The peroneal nerve is exposed 
behind the head of the fibula and amputated high 
up so that it cannot be compressed by the artificial 
leg. In many cases this gives relief and is a strong 
argument in favor of removing the head of the fibula. 

If the stump is more than 15 cm. long, the upper 
end of the fibula may be removed, a portion being 
left below about which the bucket of the leg can be 
fitted. This may prevent sliding within the bucket 
which at times is troublesome and will reduce the 
amount of fitting to the thigh. Postoperative 
changes in a stump continue for one and one-half 
or two years after operation. The author cites 16 
cases in which he believes the results were greatly 
improved by the removal of the upper end of the 
fibula. 

The leg bucket must be made to fit accurately so 
that the weight will be evenly distributed. This can 
be done most readily by moulding the bucket of some 
plastic material and then hardening it in the form 
desired . GATEWOOD. 


Meehan, A. V.: War Amputations of the Lower 
Limb. Med. J. Australia, 1920, i, 571. 


In all amputations above the lower third of the 
leg an effort should be made to conserve every 
available inch of bone so as to provide the longest 
possible lever to carry the weight of the artificial 
limb. 

In primary amputation for trauma, the guillotine 
operation meets all requirements. All devitalized 
tissue is removed, as much of the bone being con- 
served as possible. Early skin extension is advisable. 

Early interference after primary amputation is a 
serious mistake. Re-amputation or plastic surgery 
should not be attempted before at least six months, 
and when complications are present the interval 
should be longer. The secondary operation on 
guillotine stumps consists in freely excising the scar 
en masse down to the end of the bone and under- 
mining the plane of fascia sufficiently to allow clos- 
ure. No muscle need be included in the flaps. If 
the skin edges cannot be approximated without un- 
due tension, sufficient bone is removed to allow 
accurate approximation. Below the knee the fibula 
should be divided 2.5 cm. above the plane of section 
of the tibia. All nerves should be dissected up and 
divided. The author discusses the question of scar 
sites in detail. 

Meehan prefers the amputation of Syme to that 
of Chopart because the latter often results in a 














disabling equinus deformity and prevents the proper 
use of the conserved ankle joint. If in injuries 
of the lower third of the leg Syme’s amputation is 
impossible the site of election is through the middle 
third of the leg. Amputation stumps below this 
level heal slowly and are poorly nourished, and the 
scar tends to break down readily. 

The author discusses also the question of amputa- 
tion in the neighborhood of joints and the treatment 
of deformities cf the hip joint. Early massage and 
movements of the stump and the wearing of a tem- 
porary peg leg as soon as possible are advised. The 
article is concluded with some practical remarks on 
weight-bearing surfaces and stump fitting. 

LIONEL D. PRINCE. 


Brandao Filho, A.: A New Method of Approaching 

theCrossed Ligaments and Semilunar Meniscus 

Nova technica para abordarlos ligamentos cruzados 

¢ meniscas semilunares). Brasil-méd., 1920, Xxxiv, 
247. 

The author's method of reaching the crossed 
ligaments and semilunar menisci has been successful 
experimentally but has not yet been tried on man. 
A U-shaped incision is made first, its horizontal 
portion corresponding to the tuberosity of the tibia. 
The vertical incisions are then carried two or three 
finger widths from the base of the patella. The flap 
formed is thrown back and the patella incised on each 
side, two other perpendicular incisions being carried 
up to the site at which the patellar ligament is 
inserted so that they include a little of the ligament 
itself. A pear-shaped incision is then traced on the 
anterior surface of the patella, the patella placed in a 
vertical position and the incision cut witha Giglisaw. 
Access to the articular cavity is thus obtained. 

In the author’s opinion the pear-shaped incision, 
which is the principal point of the technique, is 
superior to an S-shaped incision or any lateral 
arthrotomy and less difficult to execute. 

W. A. BRENNAN 


Spiers, H. W.: The End-Results of Hallux Valgus 
Operations: A Report of 96 Cases at the 
Orthopedic Clinic of Massachusetts General 
Hospital since 1905. J. Am. M. Ass., 1920, Ixxv, 
306. 


Because operations for hallux valgus are so often 
unsatisfactory the author reviews the results of 
surgical treatment in 96 cases in the hope at arriving 
at a satisfactory procedure. 

The most frequent operation for hallux valgus in 
the series was resection of the head of the meta- 
tarsal bone. Of 78 operations, 61 per cent were 
satisfactory. 

In 8 cases in which only the exostosis was re- 
moved the operation was a failure in 75 per cent. 

The Keilar operation was done in 7 cases and was 
successful in all. 

In the author’s opinion the failure of complete 
excision was due to the loss of the foundation of the 
weight-bearing pillars of the transverse arch. 
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Metatarsalgia, painful plantar callosities painful 
ankylosis, and spur formation were frequent 
sources of trouble. When only the exostosis was 
removed the relief was of brief duration. 

The author strongly recommends the Kellar 
operation for bunions. In this procedure an inverted 
U incision avoiding the bursa is made, the exostosis 
and a good portion of the dorsal surface of the head 
of the first metatarsal are removed subperiosteally, 
and the proximal end of the proximal phalanx is 
excised sufficiently to obtain the correct alignment. 

This method preserves the cartilages of the joint 
in the weight-bearing surface and corrects the de- 
formity by shortening the toe and removing the 
exostosis. At the same time it interferes little with 
the muscular attachments. The cosmetic and 
functional results in a]l cases have been good. 

Cart C. CHATTERTON. 


Mayo, C. H.: The Surgical Treatment of Bunions. 
Minnesota Med., 1920, ili, 326. 

Hallus valgus occurs chiefly in women who wear 
shoes which are too short and have misshapen toes 
and high heels. A shoe too short or with pointed 
toes causes the great toe to turn out, while a high 
heel obviously causes the wearer to walk on an in- 
clined plane. The sesamoid bones become enlarged 
and at times develop under the head of the fifth 
metatarsal bone. 

Hallus valgus is usually associated with some 
degree of bunion. The overgrowth of bone of the 
head of the first metatarsal bone has been attributed 
to intermittent pressure regardless of the fact that 
roentgenograms show a wide separation of the heads 
of the first and second metatarsals. If pressure alone 
were the cause of bunion it seems that there would 
be a narrowing of the space between the first and 
second metatarsal bones rather than wide separa- 
tion. The overgrowth of bone the author believes 
is due probably to the same factor that is found in 
chronic rheumatoid arthritis, that is, a low-grade 
infection, the local pressure and trauma being pre- 
disposing factors since hallus valgus and bunion 
generally occur in the period of life in which rheuma- 
toid and recurrent infections are most prevalent. 
Bunions are commonly found on feet with long 
great toes rather than on those with short toes, 
because of the great leverage of the former. In hallus 
valgus there is often a displacement of the flexor 
tendon of the great toe which allows the sesamoi< 
bones to slip between the heads of the first two meta- 
tarsal bones, wedging them apart when the weight is 
placed on the foot. 

Some degree of arthritis is far more commonly 
associated with flat foot than generally is supposed. 
A bunion associated with flat foot is serious since 
the benefit of an operation is less and the recovery 
much slower than in cases without such a complica- 
tion. 

Many methods have been devised for the opera- 
tive treatment of bunions. The operation of choice 
is one advocated some time ago by the author. The 

































































great toe is shortened and the extensor tendon re- 
laxed. One quarter inch of the articulating surface 
of the head of the first metatarsal bone is removed 
and motion is maintained by turning the bunion 
bursa over the end of the divided bone and into the 
joint after the bony overgrowth has been removed. 
In cases of flat-foot with hallus valgus and bunion 
the head of the metatarsal bone and the bunion 
bursa should be preserved and the overgrowth of 
bone and the sesamoids removed. — B. R. PARKER. 


ORTHOPEDICS IN GENERAL 


Cooper, G.: The Treatment of Muscular Atrophy 
by Artificial Stimulation. /. Roy. Army Med. 
Corps, Lond., 1920, xxxv, 37- 

Muscular injuries are classified according to their 
etiology as: (1) those due to direct trauma or the 
action of toxins on the muscle fibers, and (2) those 
due to the suspension of the function in the muscle. 

Trauma may cause loss of muscle substance with 
replacement by fibrous tissue or injury to the nerve 
supply. Such loss generally results in a fibrous con- 
tracture or a loss of contractile power. 

There are three types of atrophied muscles: 

1. Those due to a lesion of the lower motor neu- 
rone, the result largely of injuries of peripheral 
nerves. 

2. Those due to immobilization of neighboring 
joints by splints. 

3. Those in which contraction is inhibited by 
pain in the joints which they control, as in wasting 
of the quadriceps in arthritis of the knee. 

The author outlines the physiology of muscle. 
Muscle fibers contract, either to nerve impulse or 
direct stimulation. During contraction lactic acid 
is formed. During relaxation there is oxidation of 
carbohydrates; oxygen is consumed and CO» is 
produced. The carbohydrates are undoubtedly 
drawn from the lymph through the limiting mem- 
brane of the muscle fibrils, and the exchange must 
take place during contraction and relaxation. In 
the treatment, therefore, an attempt must be made 
to cause rhythmical muscular contraction. 

The treatment of muscle by active contraction is 
not considered in this paper. Especial reference is 
made to muscles the condition of which is such that 
their response to active contraction is too feeble 
and ineffective to bring about a sufficient inter- 
change between the elements mentioned and the 
surrounding bloodstream. The methods used most 
commonly for artificial stimulation are massage and 
electricity. 

The response of a muscle with interruped nerve 
supply to manipulation is very feeble, and the effect 
of such manipulation is due to mechanical stimula- 
tion of the vasomotor system. When the nerve sup- 
ply is intact, however, the contractions are largely 
the result of stimulation of the muscle fiber through 
the muscle plate. 

For electrical stimulation the faradic or inter- 
rupted galvanic current is used. Stimulation takes 
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place only at the make and break of the current. 
A constant current is incapable of producing con- 
tractions in muscles. Degenerating muscles will 
not react to currents of brief duration set up in the 
ordinary induction coil or faradic battery. 

To produce contraction in muscles by electrical 
stimulation the current must have a minimum inten- 
sity and this minimum current must be continued 
for a definite time. This period of time varies accord- 
ing to the velocity of excitability of the muscle. In 
normal muscles it is about one thousandth of a 
second, while in paralyzed muscles it may reach fifty 
thousandths of a second. 

The selection of a proper current is governed by 
two considerations: (1) the degree of the contrac- 
tions, and (2) the degree of pain caused by the 
current. 

The normal rate of stimulation is much greater 
than has been supposed. Heretofore the normal 
rate has been considered only about forty per 
second. 

Sensation is influenced by the length and uni- 
formity of the waves and interruptions. With long 
waves there is pain. 

With Dean, the author has produced a coil which 
causes less pain and is more effective than the 
Wilson faradic coil. The Frimandeau coil for inter- 
rupted galvanic currents is the type most commonly 
employed for the stimulation of muscles. 

The author has proved that artificial stimula- 
tion will bring about an improvement in the size 
and tone of a muscle group even when there is com- 
plete interruption of the nerve supply. 

DanteL H. Levinruac. 


Ducroquet, C.: Infantile Hemiplegia; A Func- 
tional and Therapeutic Study (Hémiplégic 
infantile: étude fonctionelle, therapeutique). Pressc 
méd., 1920, XXViii, 504. 

The lesions characteristic of infantile hemiplegia 
appear to originate in the joints. The tibiotarsal 
joint alone may be involved, but if the knee is 
affected the ankle joint is abnormal. When the 
center which controls the hip is altered both the 
other centers are also markedly involved. ‘The 
lesions proceed from the distal to the proximal end 
of the extremity. 

In examining patients with hemiplegia it is neces- 
sary to know the intensity of contraction of the dis- 
eased muscles. This is a variable quantity and 
diminishes from the tip to the base. The amount 
of active function of the muscles reveals the extent 
of voluntary movement which the subject is capable 
of exerting. 

In infantile paralysis a muscle does not respond 
if it is paralyzed, but if the paralysis is incomplete 
it executes the movement without force in the same 
length of time required by a normal muscle to per- 
form it with force, and with the same amplitude as 
the normal muscle. 

In hemiplegia there is a characteristic slowness of 
response due to the resistance of opposite sets of 
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muscles. If the injury to the joint center is not 
extensive, the rapidity of movement may be 
diminished only slightly. 

In infantile paralysis deformities of the lower 
extremity are frequent, especially those of the sole 
of the foot. Deformities of the knee joint, which 
are rather rare, consist of an irreducible flexion vary- 
ing from to to 15 degrees which is mechanically 
fixed by an osseous deformity and retraction of the 
posterior part of the capsule. In hemiplegic sub- 
jects the degree of limping depends on the number 
of joints involved. Generally the foot is in an equi- 
nus position and there is almost constant partial 
flexion of the knee. In some cases the foot is fixed 
and constantly flexed; the subject walks as if the 
knee were ankylosed in flexion. The hip joint is the 
only mobile articulation. In cases of fixation of the 
hip the leg serves merely as a means of stationary 
support. 

There are several important phenomena which 
occur after muscular contraction of the lower 
extremity. The swinging of the shoulders, which is 
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due to retarded action of the pelvic muscles, is 
either an isolated movement or coincident with the 
general movement. The shoulder movement is 
probably a compensatory movement to preserve 
balance. Contraction is followed also by a muscular 
unbalance which is characterized by a typical eleva- 
tion of the deformed foot 3 or 4 degrees above 
that of an equinus. 

Active movements of the knee and hip augment 
the muscle value and develop rapidity of contrac- 
tion. Passive movements should be followed by 
active movements in order to stretch the shortened 
muscles. 

In the treatment of young children mechanical 
appliances should be used to keep the foot in flex- 
ion. Contracture of resistant muscles may be over- 
come by the application of several successively 
straighter plaster casts. Mechanical fixation of the 
knee will shorten the time of treatment and give a 
better end-result. Tenotomy also will shorten it, 
but is possible only in severe cases of equinus. 

A. J. ScHOLL, Jr. 


SURGERY OF THE SPINAL COLUMN AND CORD 


Fischer, O.: A Contribution to the Pathology of 
the Sympathetic Nervous System; A Case of a 
Lesion of the Spinal Sympathetic and a Case of 
Injury to the Ganglion of the Sympathetic 
(Zur Pathologie des Sympathicus; Ein Fall von 
Laesion der spinalen Sympathicusbahn und ein Fall 
von Verletzung des Grenzstranges des Sympathicus). 
Zischr. f. d. ges. Neurol. u. Psychiat., 1920, lxv, 343. 


The author reports two cases of gunshot injuries 
from which he draws conclusions regarding the 
pathology of the sympathetic system. In the first 
case there was an injury in the region of the fourth 
and fifth cervical vertebre and a grazing shot-wound 
of the right border of the cervical cord. The symp- 
toms of the injury to the right spinal sympathetic 
were ptosis, myopic pupils, weeping eyes, and infec- 
tion of the conjunctiva. Other symptoms were loss 
of function of the sweat glands of the neck, loss of 
pupillary reaction to adrenalin or cocaine, and hyper- 
zsthesia of the neck in the region of the third and 
fourth cervical vertebre. From the position of the 
bullet it was evident that the cervical sympathetic 
was intact and that only the central sympathetic 
fibers in the cord were injured. 

In the second case there was a bullet wound on the 
right side near the sixth dorsal vertebra. The symp- 
toms were ptosis, contraction of the pupils, absence 
of pupillary reaction to adrenalin or cocaine, hyper- 
emia of the conjunctiva, weeping on exposure to 
the wind and cold, absence of sweat secretion on 
one-half of the head, right arm, and shoulder, anzs- 
thesia over the outer and under surface of the right 
arm and little finger, and weakness in the right arm. 
The author considers this a typical syndrome of an 
injury to the right cervical sympathetic extending 





to about the fifth dorsal segment. It was evident 
that the lesion involved the sympathetic ganglion 
and affected all the segments lying above it. 

The author’s views are confirmed in the litera- 
ture. The sympathetic nervous system regulates 
sensibility, hypofunction of the system resulting in 
hyperesthesia and vice versa. The experiments of 
Trendelenburg and Bumke also confirm these con- 
clusions. That nicotine is a specific poison to the 
sympathetic is evident from other studies. It leads 
first to stimulation and then to paralysis of the 
nerves. 

The author draws the following conclusions: 

1. The sweat glands which supply the skin are 
innervated by the sympathetic segmentally. 

2. Lesions of the sympathetic ganglia have dele- 
terious effects on all the organs above them which 
are innervated by the sympathetic, including the 
cervical sympathetic. 

3. Lesions of the sympathetic ganglia result in 
disturbances of the sensibility of the skin above the 
lesions and motor disturbances which, with the 
simultaneous sensory disturbances, are attributable 
to -_ influences of the gray matter of the spinal 
cord. 

4. The sympathetic fibers in the cervical cord lie 
in the ganglion and are straight. 

5. When these central fibers are injured the 
pupils react in the same manner as following a lesion 
of the sympathetic ganglia in the thorax or the cervi- 
cal sympathetic. 

From his experience and experiments and from a 
review of the literature Frank concludes that striated 
muscle is innervated directly by the sympathetic 
system. In the author’s opinion the sympathetic 
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exerts an indirect influence on the muscle through 
the motor roots of the spinal cord. Both views have 
this in common: they admit that injuries to the 
sympathetic influence voluntary movements. 

Max Wercuert (Z). 


Nové-Josserand, G., and Rendu, A.: Sacraliza- 
tion of the Fifth Lumbar Vertebra and Its 
Complications (La sacralisation de la se lombaire 
et les accidents quien résultent). Presse méd., Par., 
1920, XxVili, 514. 

The authors review the history and pathologic 
anatomy of sacralization of the fifth lumbar verte- 
bra. They observed 5 cases at Lyons and found the 
anomaly also in 14 other cases in which a radio- 
graph of the pelvis was made for suspected renal 
calculi. The authors believe that morphological 
variations of the fifth lumbar vertebra are rather 
frequent and will be found in many painful condi- 
tions of the sacral and lumbar regions. 

In the 19 cases observed by the authors there 
was symmetrical and bilateral sacralization in 6, 
asymmetrical bilateral sacralization in 8, and uni- 
lateral sacralization in 5. In 12 of these cases there 
was actual contact or articulation of the apophyses 
with the pelvic bones. In the authors’ opinion there 
is a certain relationship between attenuated forms 
of spina bifida and sacralization of the fifth lumbar 
vertebra. 

The authors believe that Italian surgeons have 
somewhat exaggerated the part played by the 
nervous system in this condition. Compression of 
the fifth lumbar nerve has not been established 
definitely as the location of the pains is not exactly 
that of the distribution of the nerve. In 3 of the 
authors’ cases in which a most careful examination 
was made there was no evidence of radiculitis. 

The authors’ theory regarding the pathogenesis 
of the condition is as follows: 

As is well known, the spinal cord in its develop- 
ment ascends in relation to the spinal column. Its 
terminal cone, which in the infant descends as far 
as the third lumbar vertebra, is found in the adult 
between the first and the second lumbar vertebre. 
It would not be impossible, therefore, for sacraliza- 
tion of the fifth lumbar vertebra to be associated 
with a certain amount of disturbance in the recip- 
rocal relations of the spine and cord which would 
compress the nerve roots even if there were no hyper- 
trophy of the transverse apophysis. This hypothe- 
sis is favored by the relatively frequent association 
of fifth lumbar sacralization with spina bifida. 

In the differential diagnosis between sacraliza- 
tion of the fifth lumbar vertebra and Pott’s disease 
of the lumbar region the following facts should be 
borne in mind: 

_1. The resemblance of the symptoms of sacraliza- 
tion to those of other affections becomes more 
vague as the examination proceeds. 

2. The mode of appearance and the evolution 
of the symptoms of sacralization are often very 
characteristic. 
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3. In sacralization the situation of the pains is 
the same as that of the sacralized vertebra. 

4. The demonstration of an osseous contact in 
multiple radiographs favors the diagnosis of sacrali- 
zation. 

With regard to the treatment the authors state 
that the results of radical intervention are neither 
sufficiently clear nor definite to warrant operation 
as a routine procedure. Surgical treatment is indi- 
cated, however, in severe cases in which there is 
progressive neuritis. Wittram A. BRENNAN. 


Vanderhoof, D.: Spondylitis and Abdominal Pain, 
with a Discussion of Nerve-Root Symptoms 
Simulating Visceral Disease. J. Am. M. Ass., 
1920, Ixxiv, 1689. 

Hypertrophic spondylitis has been diagnosed 
more frequently since the discovery of the roentgen 
rays. Until recently very few cases were reported in 
the literature. At present the orthopedist regards 
spondylitis as a rather common affliction. 

In a series of 87 cases of spondylitis seen by the 
author there was abdominal pain in 40. In 17 of 
these visceral disease was demonstrated and the rdéle 
played by the spondylitis was questionable or 
negligible. In 23 cases careful studies excluded 
visceral disease as the cause of the complaints. 

The pain in spondylitis varies according to the 
extent and location of the inflammatory process. 
Arthritis is frequently associated with hypertrophy 
of bone, atrophy of cartilage, and calcification of 
ligaments which cause pain and muscle spasm in the 
back, limit the movement of the spine, and cause 
gradually developing rigidity. If the rib articula- 
tions are involved there is pain on breathing or 
complete absence of thoracic breathing. 

Pressure on the nerve roots or inflammation by 
extension gives rise to sensory disturbance char- 
acterized by pain in the distribution of the nerves. 
This pain may vary from a dull aching or drawing 
sensation to the most agonizing paroxysms. 

The thoracic, abdominal, brachial, and sciatic 
pains of spondylitis may occur on one or both sides 
of the body. When bilateral, they are usually more 
severe on one side. 

Referred pains are usually increased by move- 
ments of the body and relieved by rest in the recum- 
bent position. Sometimes pain occurs during sleep 
and in such cases is probably due to muscular 
relaxation. 

Referred pains of spondylitis have been confused 
with lesions of the kidney, prostate, seminal vesicles, 
appendix, and gall-bladder. In 2 of the author’s 
cases the nerve-root pains were acute and similiar 
to tabetic crises. 

Vanderhoof abstracts 6 illustrative cases of re- 
ferred pain in spondylitis showing that despite a 
very complete examination spondylitis may be over- 
looked when the nerve roots are involved. 

Of the series of 87 cases reviewed, 60 were those of 
males and 27 those of females. Most of the patients 
were over 40 years of age. D. H. LevintHat. 
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SURGERY OF ‘THE 


Formication Test in Peripheral 
Its Inter>retation. Culifornia 
248. 


Tranter, C. L.: 
Nerve Injurie; 
Stale J. Med... 1929. <viii 

Tranter’s paper is based on his experience with 
over 1,000 cases of nerve injuries observed from a 
few days to eighteen months after the receipt of 
the wound, and upon the observations of the work 
of Tinal and his associates. 

Formication does not appear immediately after 
an injury even if there has been an immediate 
suture, but is noted only after a lapse of from 
four to six weeks. The rate of regeneration may 
vary more or less according to the general health, 
the age, and the recuperative powers of the individ- 
ual and the character of the injury. 

Two determinations necessary for the correct 
interpretation of the test are: 

1. A comparison of the intensity of the formica- 
tion clicited at the level of the lesion with that 
elicited at the lower limit of the zone of formication. 

2. Measurement of the length of the zone of 
formication and the determination of the average 
daily rate of regeneration. 

The lower limit of the zone of formication should 
be determined by light percussion well distal to, and 
gradually approaching, the lesion. Percussion with 
the finger tip is preferable to the use of a percus- 
sion hammer. The limb should be flexed to insure 
relaxation of the nerve and should not be cold. 


The patient should not be allowed to look at the 


region percussed. To determine the average daily 
rate of regeneration twenty days should be allowed 
after the date of injury for recovery from the retro- 
grade changes following section. The average 
daily rate of regeneration in young healthy subjects 
is between 1% to 2 mm. When regeneration is 
satisfactory, the intensity of formication below the 
level of the lesion is always as great as that above. 
Complete interruption is indicated by fixity of 
formication at the level of the lesion on repeated 
examinations or by formication of diminished in- 
tensity below the level of the lesion and a sub- 
normal rate of regeneration. Either finding should 
warrant surgical exploration. The formication test 
gives definite evidence of regeneration long before 
muscle reflexes appear and before voluntary motion 
becomes possible. Cart R. STEINKE. 


Lewis, D.: Principles of Peripheral Nerve Surgery. 
J. Am. M. Ass., 1920, Ixxv, 73. 

When a nerve is divided, definite evidences of re- 
generation are noted within a few hours in the prox- 
imal segment adjacent to the point of injury. 

Definitive regeneration of neuraxes occurs only in 
the proximal segment. All the neuraxes that even- 
tually neurotize the distal segment passing into the 
motor end-plates and sensory endings develop from 
those of the proximal segment. 
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The changes that occur in the distai segment after 
division are as important as those occurring in the 
proximal segment. Nerve impulses cannot be trans- 
mitted without neuraxes, but the neuraxes cannot 
reach their terminal distribution unless bands or 
conduits are formed along which these can pass. 

In the repair of a divided nerve it is essential first 
of all to provide easy access for the developing neu- 
raxes to the distal segment. Neuromata develop in 
nineteen days even when there is no hemorrhage 
or infection. 

Scar tissue forming after the division of a nerve 
interferes most seriously with nerve repair. Suture 
by neuroma is ineffective. All neuromata should be 
resected until healthy funiculi are seen and to the 
point where scar tissue is not visible to the naked 
eye. 

Success in peripheral nerve repair depends on 
accurate anatomical approximation of the two ends. 
The importance of the internal topography of periph- 
eral nerves should be emphasized. Non-axial 
rotation during suture is important as distortion of 
the nerve pattern is thus avoided. 

Accurate approximation will prevent to a great 
extent imperfect redistribution of developing neu- 
raxes. Imperfect redistribution occurs to some 
slight degree after every suture, but may be over- 
come by re-education or degeneration of the fibers 
which have made wrong terminal connections. 

The length of time intervening between the divi- 
sion of the nerve and the repair is an important 
factor in determining the success of nerve suture 
When nerve suture is performed early and the period 
between the injury and the operation does not ex- 
ceed three or three and one-half months the per- 
centage of recoveries is much higher than when the 
suture is performed later. 

End-to-end suture is the only procedure that can 
be relied on to re-establish the continuity and func- 
tion of a nerve after division. Transfixation sutures 
do not disturb the nerve pattern, but epineural 
sutures are the most satisfactory. The sutures 
should be applied so that the epineurium is closed 
in order to prevent the straying of the neurofibrille 
into the surrounding tissue. 

Mobilization of the segments, especially when 
it is combined with displacement of the nerves and 
a change in the position of the part, will often permit 
end-to-end suture even when the defect is long. 
Autogenous cable transplants and tubulization with 
fascia are used when there is wide separation but 
give very poor results; in the author’s twelve cases 
treated in this way no recoveries were obtained. 

In civil practice a case of nerve severance should 
be operated upon sooner. without waiting for partial 
recovery. After operation careful supervision, exer- 
cise, and passive motion of the part are necessary. 

Howarp A. McKnicaT. 














Huber, G. C., and Lewis, D.: Amputation Neuro- 
mata: Their Development and Prevention. 
Arch. Surg., 1922, i, 85. 

Huber and Lewis report a series of experiments 
made on rabbits to determine the factors which 
cause, and the means of preventing, neuroma forma- 
tion. Their conclusions are as follows: 

‘‘r, A neuroma indicates an attempt, which is 
thwarted or blocked by scar tissue, on the part of 
the neuraxes of a divided nerve to seek the distal 
segment and thus complete nerve repair. 

“9. When blocked, the regenerating neuraxes 
form spirals and end disks and become irregularly 
dispersed throughout the connective tissue of the 
bulb. 
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‘3. The regenerating neuraxes react on the con- 
nective tissue elements of the bulb, which as a con- 
sequence increase in number and maintain their 
embryonal characteristics longer than is normally 
the case. 

‘4. The ‘swing door’ or reversed V operation 
and the crush and tie operation do not prevent 
neuroma formation. 

‘*s. Any method to be successful must be directed 
against the neuraxes. 

“6, Absolute alcohol injected into the nerve 
some distance (from 34 to 1 in.) above the plane of 
section is more successful in preventing neuroma 
formation than any of the other methods ordinarily 
employed.” Henry J. VANDEN BERG. 


MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Thompson, J. E.: Surgery and Embryology. Surz., 
Gynec. & Obst., 1920, xxxi, 18. 

In this article a few surgically important ab- 
normalities are considered. Some of these deviations 
from the normal may be better understood when a 
comparative study of the human body and _ the 
lower vertebrates is made. The dissecting room 
shows that the most common anomalies occur in 
the arteries. Next in frequency are intestinal ab- 
normalities which are due for the most part to the 
arrest or failure of the colon to rotate. The author 
outlines the development of the small and large 
intestines minutely. 

Cysts of the neck of branchial origin may be 
classified as follows: 

1. Lymphatic cysts. These are derived from the 
lymphatic sinus in the third month of foetal life 
and are situated in the lowest part of the posterior 
triangle of the neck. 

2. Thyroglossal cysts. These occur in the midline 
above or below the hyoid bone and are derived 
from the thyroglossal duct. 

3. Thyroid gland cysts. These are found in the 
lateral lobes of the thyroid gland and result from 
cystic degeneration of adenomata. 

4. Sequestration cysts. These occur in the mid- 
line and are due to inclusion of the epiblast during 
the fusion of the ventral folds of the embryo. 

5. Branchiogenetic cysts. These are remains of 
the external branchial depressions of the embryo. 

A detailed review of the development of the 
branchial arches and clefts is given, and cases 
illustrating some of these cysts are reported. 

The author believes that ranula, submaxillary 
cysts, and deep cervical cysts are derived from 
vestigial remains of the branchial clefts and that 
their subsequent position depends upon the shifting 
of muscles during the formation of the neck. 

Isapore FE. BisHkow. 





Braun: The Results of Friedmann’'s Treatment in 
80 Cases of Surgical Tuberculosis (Die Ergeb- 
nisse der Friedmannschen Behandlung von 80 
Faellen von chirurgischer Tuberkulose). Deutsche 
med. Wcehnschr., 1920, xlvi, 590. 

The cases of surgical tuberculosis reported were 
of different types and the patients of different ages. 
Seven of the 80 cases are disregarded in the discus- 
sion of the end-results as 2 of the patients died short- 
ly after the treatment was begun and 7 died before 
the treatment had been given for a sufficiently long 
time to cause improvement. Sixteen of the patients 
were either benefited or cured, but the improvement 
could not be attributed solely to the Friedmann 
treatment as surgical therapy was also given and 
the casts and extension might have proved effective 
without the serum. 

In 29 cases the condition remained unchanged or 
became worse. In 20 cases, however, the favorable 
effect of the Friedmann serum was clearly evident 
and in some instances was noted after a few days. 
In 8 cases the treatment exerted a distinctly un- 
favorable effect, causing an acute exacerbation of 
the tuberculous process. This may have been due, 
however, to improper dosage, especially excessive 
dosage. The correct dosage must be determined 
from experience. Friedmann’s directions cannot be 
followed exactly in practice. ADLER (Z). 


Deve, F.: Alveolar Echinococcosis in Man and 
Bovine Multilocular Echinococcosis (Echino- 
coccose alveolaire humaine et échinococcose multi- 
loculaire bovine). Anal. Fac. de Med. Univ. de 
Montevideo, 1920, Vv, 129. 

It is generally believed that the bovine multi- 
locular echinococcosis and human alveolar echino- 
coccosis are identical. 

In an article based on the macroscopic, histologic, 
and zoologic characters of the two lesions published 
in 1905, Deve maintained that the two affections 
are not identical. This conclusion has been recently 
challenged by Llambias. On the basis of a study of 
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certain embryonic forms and pseudo-gigantoblasts, 
Llambias concludes that bovine multilocular echino- 
coccosis is identical with the human type. 

In this article Deve defends his former position 
and submits a number of histologic plates comparing 
the human and bovine types of the condition. He 
states that the bovine lesion is not identical with the 
lesion in man in its general texture or the details of 
its histopathologic structure. The bovine type 
differs from the human type by its cyst formation, 
its circumscribed location, and its benign charac- 
ter as well as in its morphological and biological 
characteristics. Moreover, while the parasite in 
the two lesions shows the same elementary struc- 
ture, the organism found in the bovine lesion seems 
to lack the uniform and definite microvesicular as- 
pect and is not malignant. In the bovine type the 
multilocular aspect easily passes into the common 
hydatid form and there is absence of the plasmodial 
prolongations making for intimate penetration; 
hence there is an absence of metastasis into the 
glands and viscera. 

Despite the differences mentioned, however, it is 
not known whether the multilocular echinococcosis 
observed in animals represents the bovine form of 
true alveolar echinococcosis, and no conclusion can 
be drawn from this condition in animals regarding 
alveolar echinococcosis in man. Experimental in- 
vestigation alone will be able to answer this long 
debated question. In the meantime much valuable 
information might be obtained from a study of the 
etiological and pathogenic conditions of outbursts 
of alveolar echinococcosis in countries such as 
Uruguay and the Argentine Republic. 

W. A. BRENNAN. 


Blank, G.: The Blood Findings in Hyperthyroidism 
and Struma (Blutbefunde bei Hyperthyreose und 
Struma). Deutsche Arch. f. Klin. Med., 1920, xxxii, 
16. 


The author points out the difficulties in examina- 
tions of the blood, especially in hyperthyroidism, 
and states that even in normal persons decided 
differences are found. He regards the following as 
the normal leucocyte count: neutrophiles, from 60 to 
65 per cent; eosinophiles, up to 5 per cent; mast 
cells, up to 1 per cent; large mononuclears and transi- 
tionals, up to 7 per cent; and lymphocytes, from 25 
to 35 per cent. 

Blank studied 17 cases of true Basedow’s disease, 
28 cases of hyperthyroidism resembling Basedow’s 
disease, and 41 cases of so-called ordinary struma. 

Poikilocytosis was present in one-third of the 
cases of hyperthyroidism or twice as often as in 
the cases of struma. This the author believes was 
due to increased stimulation of the blood-forming 
organs. In 3 cases the poikilocytes disappeared in 
from five to seven days after the goiter operation. 
One-half of the cases of true Basedow’s disease 
showed thrombopenia but this condition was 
absent in the cases resembling Basedow’s disease. 
In t case the blood platelets were increased five days 
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after the operation. The red cells, however, remained 
normal. The hemoglobin was found to be increased 
in true Basedow’s disease, but after repeated exam- 
inations fluctuated considerably. The color index 
was normal. The total leucocyte count was normal 
in 74 per cent of the cases, but in some showed 
marked deviations. 

In most serious cases Kocher has found a leuco- 
penia and in the various forms of goiter mentioned 
the author found great discrepancies in the number 
of neutrophiles, especially a neutrophilic leucopenia. 
The eosinophiles, however, were normal in number. 
In Basedow’s disease there was a decrease in the 
mast cells in one-third of the cases. The large mono- 
nuclears and transitionals were increased in 26 per 
cent of the cases, but these abnormalities were not 
noted in the other forms of the disease. Considering 
40 per cent as a normal count for the small lympho- 
cytes, the count was normal in about half of the 
cases. In the other half it fluctuated between a 
lymphocytosis and a leucopenia. In between 11 and 
12 per cent of the cases of true Basedow’s disease a 
basophilic staining of the reds was noted. This 
never occurred in the cases of struma. In 50 per 
cent of the cases of struma and hyperthyroidism 
polychromatosis was present. In the author’s 
opinion this was due to the toxic effect of the secre- 
tion of the thyroid on the bone marrow. In 1 case 
of adiposity in which thyroid extract caused a re- 
duction in weight basophilic red cells were found. 
In another case of acute strumitis these cells were 
associated with polychromatosis. The author there- 
fore concludes that Kocher’s blood picture is 
atypical. 

The influence of exophthalmic goiter or iodine 
treatment on the blood picture is not discussed in 
this article. Kocuer (Z). 


Milone, C.: The Value of Surgical Intervention 
in Certain Cases of Hypochondriasis (Sull’ 
utilita dell’intervento chirurgico in alcuni casi di 
delirio ipochondrico). Riforma med., 1920, xxxvi. 
562. 

Following a review of the literature regarding 
surgical operations, real and simulated, in cases of 
hypochondriasis the author reports three cases, two 
of which he treated himself. These patients imagined 
themselves suffering from grave abdominal affec- 
tions for which they sought surgical relief. In one 
case examination revealed nothing abnormal but a 
small left dorsal lipoma. This was removed under 
anesthesia and the patient made an excellent phys- 
ical and mental recovery. In another case operation 
revealed only a very slight catarrhal endometritis 
which was entirely out of proportion to the symptoms 
of which complaint was made. In the third case 
the patient believed that there were living bodies 
within the abdomen but operation demonstrated 
only a slight inguinal hernia. In both the second 
and third cases operation gave immediate relief but 
the aberration returned and one of the patients 
committed suicide. 

















The author concludes that in most cases a surgical 
operation seems to be of no value as regards the 
hypochondriasis and therefore is indicated only by 
an evident and serious operable physical lesion. 
In cases of peripheral lesions which do not threaten 
the general condition or cause grave local disturb- 
ances the surgeon should carefully weigh the risks 
of the operation and its probable results before 
deciding to perform it. In many cases an operation 
or the mere anticipation of an operation has caused 
psychic trauma and serious mental disturbance. 

WitiiaM A. BRENNAN. 


BLOOD 


Ives, R. F.: Functional Blood Piessure. 
M. Sc., 1920, clx, 61. 


Ives divides the subject into two parts, consider- 
ing first functional hypertensive blood pressure, and 
second, functional hypotensive blood pressure. 

Functional hypertensive blood pressure may be 
influenced by the time of day, the mental attitude, 
the type of diet, or emotion. However, anything 
that disturbs the physiological harmony of the 
circulatory system will naturally influence the 
mechanical agencies of its flow and cause a change in 
tension. When the recorded pressure is classed as 
a symptom rather than as a disease it is of great 
diagnostic value and aids in differentiating between 
organic and functional lesions. 

The chief etiological factors of hypertension are 
mentioned and the main factor, metabolism, and 
its resultant feature, auto-intoxication, are discussed 
in detail. The views of several authors are quoted. 

Mention is made also of the climacteric hyper- 
tension, a type of high blood pressure frequently 
found in women at the menopause. In these 
cases hypertension develops during or subsequent 
to ovulation and ovarian glandular secretion, 
processes with which it is apparently closely as- 
sociated. 

The significance of functional high blood pressure 
in obstetrics, particularly in connection with the 
probable occurrence of the eclamptic state, is pointed 
out. Ives believes that a pressure of over 150 
mm. Hg. in patients whose original normal pressure 
is about 120 is dangerous and that in such cases 
the patient should be carefully watched and appro- 
priate eliminative measures should be instituted. 
If the pressure continues to rise, the induction of 
premature labor should be considered. 

In discussing hypertension in cerebral hemor- 
rhage Ives states that in apoplexy the cerebral 
hemorrhage causes a more marked functional rise 
than the organic causative factor. 

In typhoid fever a sharp rise in the blood pressure 
with abdominal pain suggests perforation of the 
intestinal wall. 

Hypertension is usually associated with cerebral 
growths, the rising pressure being evidenced func- 
tionally by headache and vomiting. When the 
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growth is removed, the tension is lowered. 
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In considering functional hypotensive blood pres- 
sure it is essential to remember that a low arterial 
pressure is abnormal. The author believes, further- 
more, that a hypotensive pressure must be consid- 
ered functionally pathologic when it is joined with 
signs and symptoms of impaired health. 

Cases of hypotensive pressure may be divided 
into the following groups: 

1. Hypotension due to tuberculosis. 

2. Hypotension due to endocrine deficiency: 
(1) toxemic, and (2) pituitary. 

3. Hypotension due to infections. 

4. Hypotension due to shock, hemorrhage, 
vomiting, and diarrhoea. 

In tuberculosis the low readings are due to the 
fact that the vitality of the whole organism is 
affected. In the author’s opinion it is well to suspect 
the presence of tuberculosis, active or latent, in 
young men and young women between the ages of 
16 and 26 who show wasting and anemia associated 
with hypotension. 

In certain cases it has been demonstrated that 
glandular substances influence low blood pressure. 
Great effort should be made, therefore, to determine 
in what class of cases glandular therapy is effective. 

Another factor causing a decrease in the blood 
pressure is the profound depression which occurs 
in diseases such as influenza, pneumonia, diph- 
theria, and typhoid fever. A. R. HOLLENDER. 


Furness, W. H., and Lee, W. E.: Blood Transfusion. 
Pennsylvania M. J., 1920, xxiii, 577. 


[1The essential difficulty in blood transfusion is the 
element of coagulation. In 1914 the use of sodium 
citrate was suggested to overcome this danger and 
it was found that a o.2 per cent solution would pre- 
serve blood for hours and was so slightly toxic to 
the human tissues that it could be used with im- 
punity. Later it was claimed that whole blood gave 
more satisfactory results than citrated blood but this 
question is still unsettled. 

Citrated blood gives a febrile reaction in 60 per 
cent of cases. Moreover, Drinker and Brittingham 
claim that it cannot prevent the changes in the 
platelets which initiate coagulation and that it in- 
duces slight abnormality in the blood cells as evi- 
denced by increased fragility and a tendency toward 
hemolysis. In blood disease, therefore, whole blood 
is preferable. When in cases of hemorrhage large 
quantities of blood are needed, however, the citrate 
method will usually be found more satisfactory. 

The authors are experimenting with a simple 
method for the indirect transfusion of whole blood 
in which the contact walls of the intermediate system 
are coated with a citrate paraffin mixture. By this 
method they hope to avoid the necessity of intro- 
ducing large quantities of citrate into the veins of 
the recipient. 

Transfusion is the optimum procedure in hemor- 
rhage as it isa biological process. The donor’s blood 
cells have been demonstrated in the recipient’s blood 
thirty days after transfusion. 
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In cases of hemorrhage due to an injury it is 
necessary first to control the bleeding point. The 
author then gives not more than 500 ccm. of blood, 
which amount he repeats later. 

Transfusion yields favorable results in cases of 
gastric ulcer. If the blood pressure falls below 100 
the blood should be transfused slowly. Not over 
4oo ccm. should be given. 

If in postoperative bleeding the bleeding point is 
not accessible, the transfusion should be begun 
before anesthesia is induced. After from 100 to 150 
ccm. have been given it should be stopped until the 
bleeding point has been controlled, when from 350 
to 400 ccm. more should be transfused. 

Postpartum hemorrhage and ruptured extra- 
uterine pregnancy are sometimes indications for 
transfusion. 

Transfusion is indicated before operation in 
anemia due to bleeding fibroids and malignancy, 
and following operation in the anemia of con- 
valescence. 

Primary pernicious anemia is relieved but not 
cured by splenectomy. 

While it cannot be said positively whether or not 
transfusion is indicated in all hemorrhage condi- 
tions the author believes it is beneficial and is indi- 
cated in infections, intoxications, and debilitated 
conditions such as hemophilia. 

If a subcutaneous injection of from 15 to 20 ccm. 
of whole blood does not control bleeding in melena 
neonatorum, an injection of from 35 to 125 ccm. is 
a specific. 

Purpura is arrested more frequently by transfusion 
than by any other method, while leukemia is only 
temporarily controlled by it. 

The dangers of transfusion are: 

1. Over-distention of the heart. This is an ever- 
present danger and is due usually to too rapid 
administration of the blood. It is evidenced by 
nausea, blueness of the lips, a cold, clammy skin, 
shortness of breath, irregular pulse, and vomiting. 

2. Embolism. This danger is almost negligible. 

3. The transmission of syphilis. A Wassermann 
test should be made in every case. 

4. Hemolysis and agglutination. All human 
bloods fall into four groups. Those in the same 
group do not hemolyze nor agglutinate each other. 
Transfusion should always be preceded by agglu- 
tination tests. Marcus H. Hosarr. 


BLOOD AND LYMPH VESSELS 


Costantini, H.: The Treatment of Wounds of the 
Important Vascular Trunks of the Neck, the 
Axilla, and the Supracardiac Mediastinum 
(Traitement des plaies des gros troncs vasculaires 
du cou, de l’aisselle et du mediastin sus-cardiaque). 
J. dz chir., 1929, xvi, 150. 

The treatment of war wounds of the great vas- 
cular trunks has contributed much that is new to the 
practice of surgical therapeutics. One fact which is 
now admitted is that to treat a wound of an impor- 
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tant vessel it is necessary to make very large open- 
ings and long incisions. 

Costantini discusses only fresh vascular wounds. 
Injuries of the neck may occur in the central or 
thyrohyoid portion, in the lower or supraclavicular 
portion, or in the upper portion. In wounds of 
the first type the incision is made along the anterior 
border of the sternocleidomastoid muscle and, if 
necessary, is prolonged to the sternum. By means 
of such an incision Costantini has been able to 
place two ligatures on the primary carotid and a 
ligature on the facial within the digastric. In 
supraclavicular injuries an incision parallel to the 
clavicle may suffice or may be made to supplement 
an incision along the anterior or posterior border 
of the sternocleidomastoid muscle or both, the in- 
cision along the posterior edge being an incision of 
choice. When the lesions are situated beneath a 
plane passing through the upper edge of the clavicle 
it may be necessary to section or disarticulate the 
clavicle and in some cases to section the first rib and 
a corner of the manubrium in addition, according to 
the difficulty of locating the injury. 

For a discussion of the treatment of injuries in 
the upper portion of the neck, Costantini refers to 
his article in the Presse médicale for January, 1918. 

Axillary wounds are divided into those of the 
subclavicular region and those of the axillary fossa. 
In the treatment of the former a long incision is 
made beneath the clavicle from the deltoid-pectoral 
space to the internal end of the bone, the pectoral 
muscles are sectioned, and the subclavicular muscle 
is split. Transverse incisions at the ends of the 
long incision may also be necessary. In cases of 
wounds in the axillary fossa the classical incision for 
ligation of the axillary artery in the axillary fossa 
will usually suffice. 

Vascular wounds of the supracardiac mediastinum 
are rare. In such cases Costantini follows the tech- 
nique used in approaching the heart region which 
has been described by Duval and Barnsby: (1) a 
median incision from the cricoid to the fourth costal 
cartilage; (2) separation by median incision and 
retraction of the subhyoid muscles as far as the 
trachea; (3) insertion of the index finger above the 
sternal fourchette and freeing of the pleura on both 
sides; and (4) section of the sternum on the median 
line, transverse section of the sternum on each side, 
and opening of the space with Tuffier separators. 

W. A. BRENNAN. 


Prusik, B. K.: Injuries to Blood Vessels and Their 
Influence on the Peripheral Circulation. III. 
(Gefaessverletzungen und ihr Einfluss auf den peri- 
pheren Blutkreislauf. III). Casopis lek. Eesk., 1920, 
lix, 269, 345. 

Blood pressure measurements and pulse tracings 
(Erlanger) made before and after operations in many 
cases of aneurism revealed the following facts: 

Venous aneurisms do not influence either the cir- 
culation of the injured extremity or the general cir- 
culation. Arteriovenous aneurisms which are not 

















operated upon do not influence the blood supply of 
the injured limb or the character of the pulse curve. 
Aneurisms of large vessels, however, result in 
increased blood pressure and consequent compensa- 
tory activity of the heart and larger vessels. The 
ligation of the artery and vein causes a decided 
disturbance of the circulation in the injured extrem- 
itv, the severity of which depends upon the location 
of the ligated vessels. The more peripheral the liga- 
tion, the less severe the damage and the more 
readily a collateral circulation is established. 

In 60 per cent of such operations the pulse is not 
palpable, the blood pressure falls to a minimum in 
the affected limb (to as much as 90 mm. Hg. less than 
on the normal side), and the pulse is either not pal- 
pable at all or very feeble. The pulse curve has a 
typical appearance: a slow rise during systole, then 
a plateau, and then a slow decline during diastole 
without diastolic elevation. 

In the other 40 per cent of the cases the pulse is 
palpable but the blood pressure remains about 15 
mm. Hg. lower. The destruction of large vessels 
also influences the blood pressure and causes 
increased activity of the heart and large vessels. 

In 1 case an artery was sutured with good results. 
The blood pressure fell only about 20 mm. Hg. 
and the pulse wave was only one-fourth less in 
height than the wave on the sound side. 

Kinpi (Z). 


SURGICAL DIAGNOSIS, PATHOLOGY, AND 
THERAPEUTICS 


Mellon, R. R.: Life Cycles of the Bacteria and 
Their Possible Relation to Pathology. Am. J. 
M. Sc., 1920, clix, 874. 

The author reviews the more significant studies 
made of this subject and suggests their possible 
bearing on some of the unsolved problems of pres- 
ent-day pathology and bacteriology. 

Hort showed that in meningitis the cerebrospinal 
fluid contains a filterable virus which in the fresh 
state will initiate a continuous fever in monkeys 
if it does not cause death. Inoculation of this 
filtrate will then yield the meningococcus in addi- 
tion to other forms of bacteria encountered in 
meningitis. These results according to the author, 
suggest that the virus and the meningococcus are 
phases in the life cycle of one organism. He has 
shown that certain members of the colon-typhoid- 
dysentery group reproduce themselves in other ways 
than by simple binary fission and that in some cases 
the life cycle includes an invisible phase. 

According to Loehnis, all bacteria alternate 
from an organized to an amorphous stage. From 
this stage ‘“‘regenerative units” develop. These, 
increasing in size, become “regenerative bodies” 
which later develop into cells of normal shape. 
Ferran concluded that the life history of the tubercle 
bacillus includes three distinct stages: first, the 
alpha bacillus which is non-acid-fast; second, the 
non-acid-fast Gram-positive granules of Much; 
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and third, the tubercle bacillus. Mellon studied 
the so-called Hodgkin’s bacillus and related diph- 
theroid strains and found in them remarkable 
morphological and biological changes. In some he 
discovered long filamentous forms and in others a 
single large giant coccus. Ina case of streptothricosis 
a filterable form found in the blood on cultivation 
grew as a diplococcus and later changed to the 
filamentous or branching form. These separate 
entities Mellon regards as stages in the life history 
of a single organism. Browne has recently de- 
scribed a chromogenic spirillum that under altered 
conditions lived and reproduced itself as a coccoid. 

The striking remissions of pernicious anemia, the 
Pel-Ebstein febrile syndrome in Hodgkin’s disease, 
and other similar changes might well be correlated 
with alternate ‘‘resting stages” and stages of activ- 
ity in the life history of the organisms involved. 

If it is true that there are stages of bacterial life 
the term “secondary invader” must be revaluated 
as the organism to which it is applied may be 
merely the primary bacterium in a different stage 
of its life history. M. H. Kaun. 


EXPERIMENTAL SURGERY AND SURGICAL 
ANATOMY 


Underhill, F. P., Honeij, J. A., and Bogert, L. J.: 
Studies on Calcium and Magnesium Metab- 
olism in Disease. II. Calcium and Magnesium 
Metabolism in Multiple Cartilaginous Exos- 
tosis. J. Exper. M., 1920, xxxii, 65. 


In a previous paper the authors showed that in 
leprosy calcium is retained to a marked extent. 
Magnesium was also retained but not to the same 
degree. In this article observations upon two 
selected cases of multiple exostoses are presented. 
The authors describe their patients and append a 
long series of tables giving the results of their inves- 
tigations which they summarize as follows: 

In the stabilized stage of exostosis the calcium 
exchange differed little from that of normal indivi- 
duals whether the abnormal subject was maintained 
upon a diet poor or rich in calcium. 

In the progressive stage of the disease the calcium 
metabolism was markedly different from the normal 
in that calcium was lost from the body in large 
amounts when the subject was maintained upon a 
calcium-poor diet. This excessive elimination of 
calcium occurred by way of both the urine and 
feces in a normal ratio. When the subject was 
placed upon a diet rich in calcium, the calcium was 
retained to an extent not widely deviating from that 
in normal subjects, but when he was again placed 
upon a calcium-poor diet the calcium was again 
eliminated in excessive amounts. 

In the stabilized stage of exostosis magnesium 
excretion was two or three times greater than the 
imtake whether the subject was maintained upon a 
diet poor or rich in magnesium. 

In the progressive stage of the disease the general 
type of magnesium excretion resembled that of the 
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stabilized stage but the degree of elimination was 
not so marked. ' 

Magnesium added to the diet in the stabilized 
stage was promptly excreted. The same test applied 
to the progressive stage gave evidence of some reten- 
tion. The degree of retention, however, was much 
less than that shown by normal individuals. 

The absorption of both calcium and magnesium 
in exostosis was not inferior to the normal. 

The facts enumerated suggest that in the early 
stages of exostosis, that is, during the proliferative 
cartilaginous changes, the progress of the disease 
was sometimes checked by proper diet, i.e , restric- 
tion of the caicium and magnesium intake. 

GeorceE E. BEILsy. 


Barcroft, J.,and others: Discussion on the Therap- 
eutic Use of Oxygen. Proc. Roy. Soc. Med., 
Lond., 1920, xiii, Seet. Therap. and Pharmacol., 59. 

In the treatment of gas poisoning, oxygen ad- 
ministered by a Haldane face mask, a Stokes 
intranasal tube, or an oxygen chamber gives excel- 
lent results as is evidenced by the disappearance 
of the clinical symptoms and by the ordinary exercise 
tests. 

The chief symptoms are nocturnal dyspnoea, 
with or without sleeplessness, and physical distress 
out of proportion to the exercise causing the dysp- 
noea. 

Barcroft used the oxygen chamber and obtained 
a marked amelioration of the symptoms immediately 
after treatment; when the treatment was long- 
continued, the cases were often cured. The in- 


crease in pulse rate after exercise became almost 
normal, and the return to the normal rate occurred 
in the usual length of time. 

Barcroft found an erythremia in patients suffer- 


ing with gas poisoning. After treatment the 
erythrocyte count was normal. 

Of 12 cases reported by Hunt, 8 were considerably 
improved, 3 were slightly improved, and 1 unim- 
proved. 

Haldane states that a small degree of anoxemia— 
deficiency of free oxygen in the blood—has serious 
results and that such an anoxemia iscommon. Both 
theoretically and practically the best method of 
supplying the oxygen deficiency is the administra- 
tion of oxygen. The earlier the oxygen is adminis- 
tered, the greater the chance for recovery, especially 
if pulmonary cedema has developed. 

Cummins, Douglas, Ryle, Peters, Shufflebotham 
Sowry, and Hamill have all obtained similar results 
with this treatment. SAMUEL Kaun. 


Mann, F.C.: Anesthesia in Experimental Surgery. 
Am. J. Surg., 1920, xxxiv, Anes. Supp., 73. 


Local anesthetics may be used in experimental 
surgery as insurgery onman. The general anesthet- 
ics such as chloroform, nitrous oxide-oxygen, and 
ether are preferred, especially the latter. The 
technique usually employed by the author is the 
induction of the anesthesia in a closed cabinet fol- 
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lowed by intubation and the maintenance of the 
anesthesia by attaching a single ether can to the 
intratracheal tube. 

The dog is the best animal for general laboratory 
use. Guinea pigs and rabbits are anesthetized best 
by the open method. Goats should be given a pre- 
liminary dose of morphine % gr. and atropin 1/50 gr. 
The animal’s head should be placed in a position 
which will allow drainage of the excessive mucus. 


MacNider, W. D.: A Study of Anurias Occurring in 
Normal Animals during the Use of the General 
Anesthetics. J. Pharmacol. & Exper. Therap., 
1920, XV, 249. 

Anuria developing in etherized animals occurred 
late in the course of the author’s experiments and 
was associated with a fall in the systemic blood 
pressure or a disturbance in the alkali reserve of the 
blood. When the blood pressure decreased but there 
was no depletion of the alkali reserve of the blood 
the use of diuretic solutions resulted in a re-establish- 
ment of the flow of urine. When a depletion in the 
alkali reserve of the blood occurred synchronously 
with the anuria, the use of diuretic solutions was of 
no value in re-establishing the flow of urine. 

In the animals anesthetized with chloroform or 
Grehant’s anaesthetic a fall in the blood pressure was 
observed earlier in the experiments, the flow of 
urine was more decidedly reduced, and anuria 
developed earlier in the course of the anzsthesia 
than in those anesthetized with ether. Anuria 
induced in this way may or may not be associated 
with a fall in blood pressure, but is always associated 
with a marked depletion in the alkali reserve of the 
blood. 

On the basis of these experiments the author 
concludes that in order to prevent anuria character- 
ized by a marked reduction in the alkali reserve of 
the blood but not influenced by the use of diuretic 
solutions the animals should be given some alkali 
before a general anesthetic is used. SamuEL KaAuHN. 


Dederer, C.: Successful Experimental Homotrans- 
plantation of the Kidney and the Ovary. 
Surg., Gynec. & Obst., 1920, xxxi, 45. 

Dederer transplanted the left kidney and ovary 
from one puppy to the neck of another of the same 
litter. Circulation was continuous except for 
forty-two minutes during which time the organs were 
left exposed in the field of operation. 

A homotransplanted kidney passed the same func- 
tional tests during twenty-six days as normal 
kidneys. 

In dogs of the same litter a homotransplanted kid- 
ney and ovary lived for twenty-six days. Pathologic 
examination showed that the organs reacted to a 
severe constitutional infection, distemper, in a 
manner similar to that in which the animal’s own 
organs reacted. 

Phenolsulphonephthalein injected into the exter- 
nal saphenous vein began to be excreted from the 























homotransplanted kidney in two minutes and 
forty seconds. 

In making a homotransplantation of the kidney 
it is possible to get a satisfactory arterial anastomo- 
sis by suture when the renal artery is less than 1 
mm. in diameter. Howarp A, McKnicur. 


Marine, D., and Manley, O. T.: Homeotrans- 
plantation and Autotransplantation of the 
Spleen in Rabbits. III. Further Data on 
Growth, Permanence, Effect of Age, and Par- 
tial or Complete Removal of the Spleen. J. 
Ex per. M., 1920, xxxii, 113. 


The authors have been unable to find any re- 
ferences in the literature to the transplantation of 
fragments of spleen to parts of the body widely 
separated from the normal neurovascular field of 
this organ other than those referred to by them in 
1917. At that time they reviewed the literature and 
reported their first experiments with spleen homeo- 
grafts and autografts in 15 rabbits. In this article 
they give the data of further experiments with 
homeografts and autografts and report certain 
general physiological reactions relative to the spleen 
which this study has emphasized. The results 
of these investigations are summarized briefly as 
follows: 

No instance of the survival of spleen homeografts 
for more than one or two weeks was observed, 
although the possible advantages of consanguinity, 
age, and splenectomy were fully utilized. This 
was in sharp contrast to thyroid, sex gland, and 
adrenal cortex homeografts, 10 per cent of which 
survived for a period of thirty days. It suggested 
that the spleen is a stronger antigen and excites a 
greater degree of immunity more quickly. 

Autografts as a rule survived and grew, failures 
being due to technical errors. Age was an important 
factor in the growth of autografts. The younger 
the rabbit the more rapid the growth. After sexual 
maturity, however, age became a negligible factor. 

Removal of the spleen was a powerful stimulus 
to the growth of transplants. The effect varied 
inversely with the age of the animal and usually was 
negligible after sexual maturity. The influence 
of age and splenectomy suggested that the spleen is 
most important in early life and after sexual 
maturity is either unimportant or its functions are 
readily assumed by other tissues (haematopoietic). 
Anatomically the spleen is a highly complex struc- 
ture, but biologically all its major elements are 
simple as is indicated by their uniform and marked 
regenerative capacity. 

A tendency for grafts to involute or atrophy with 
age was noted, and some of the grafts made into old 
rabbits without removal of the spleen underwent 
complete atrophy. Grafts made in young splenec- 
tomized rabbits were observed for more than three 
years and were considered permanent. There was 
some evidence that subcutaneous autografts re- 
acted to infections in the same way as the intact 
spleen. Georce E. BEILBy. 
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Brown, W. H., and Pearce, L.: Experimental 
Syphilis in the Rabbit. III. Local Dissemina- 
tion, Local Recurrence, and Involvement of the 
Regional Lymphatics. J. Exper. M., 1920, xxxi, 
749. 


From a study of the phenomena of the primary 
infection, on the one hand, and the phenomena of 
local spread or dissemination, on the other, it was 
seen that a multiplicity of lesions developed in the 
testicle and scrotum of the rabbit which had much 
the same characteristics irrespective of their origin. 
Some of these lesions were clearly recognizable as 
primary lesions or parts of a primary reaction to 
infection, while others were just as clearly the 
results of dissemination of the virus from a primary 
focus of infection. 

The effort to draw a sharp line of distinction 
between these two groups of lesions or between 2 
primary and a secondary stage of infection in the 
rabbit, however, was largely an arbitrary procedure. 
The fact was that the tissues of the scrotum and 
testicle of the rabbit constituted favorable sur- 
roundings for the localization and development of 
pallidum infections. Under ordinary circumstances 
a large part of the reaction to infection which 
expressed itself in the formation of lesions recog- 
nizable by ordinary methods of examination took 
place in these tissues. These lesions presented 
certain broad and general characteristics without 
regard to whether they were primary or secondary in 
origin; the reaction was merely a reaction to a 
syphilitic infection which in either case might assume 
the most diverse character. 

Further, it appeared that in rabbits infected with 
such strains of treponema pallidum as the authors 
used the virus was never confined to the area occupied 
by the so-called primary lesion, or chancre, but 
always spread and gave rise to a regional adenopathy. 
There were no lesions to indicate the progress of this 
dissemination, but an examination of the inguinal 
nodes showed that dissemination occurred very soon 
after inoculation, and a pallidum reaction was 
detected in these glands even before infection was 
recognized in the scrotum. 

Subsequently lesions developed in all parts of the 
scrotum and testicle, sometimes involving the entire 
testicle or scrotum, and at others forming localized 
lesions with a special predilection for certain loca- 
tions such as the epididymis, the mediastinum 
testis, the tunics, and the dorsal folds of the scrotum. 
In some instances more or less continuous lesions 
formed along the course of the perivascular lymphat- 
ics, suggesting that this was one path taken in the 
dissemination of the organism. 

It was probable, however, that lesions of a gross 
character developed more as a result of the accumula- 
tion of spirochetes than as the result of mere in- 
vasion of the lymphatics since they were not a 
constant accompaniment of the local infection, while 
invasion of the lymphatics and extension of the 
infection to the regional lymph nodes occurred in all 
cases. GeorcE E. BEILBY. 
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ROENTGENOLOGY AND RADIUM THERAPY 


Shearer, J. S.: The Physics of the Roentgen Ray. 
Arch. Dermat. & Syph., 1920, n. s. i, 664. 


Roentgen rays are electromagnetic waves due to 
electromagnetic action originating in a disturbance 
of the electrical components of atoms. Their 
vibration frequencies are greater and their wave 
lengths much shorter than those of ordinary light, 
but their velocity of propagation and origin are the 
same. In their production the electrons are sepa- 
rated from matter: (1) by breaking down gas 
molecules in a vacuum tube, and (2) by shaking 
them from the atoms of a very hot metal. The first 
method was that of the older type of gas tube; the 
second, that used in the Coolidge tube. 

The condition necessary to produce rays is a sud- 
den changing of the velocity of the electrons, i.e., 
starting or stopping. In the operation of a roentgen- 
ray tube electrons in enormous numbers are sepa- 
rated from atoms and by reason of their electric 
charges are given great speed. The roentgen rays 
are produced when they strike the hard metallic 
surface of the anode or target. For a target of given 
material only two operating factors need concern 
the therapeutist. The nature and the quantity of 
radiation is absolutely fixed by the number of 
electrons used per second and their striking speed. 
A properly calibrated millimeter tells the relative 
number of electrons, and the electrical difficulty of 
driving them through the tube indicates their 
speed. The latter is indicated by the length of 
spark the electrical discharge will cross in the air 
with the same amount of current needed to pass 
through the tube. 

As a measure of the quantity and quality of the 
rays, the following effects produced by them have 
been used as a measure: (1) the photographic effect; 
(2) color change in certain chemicals; (3) separation 
of electrons from atoms (ionization, photo-elec- 
trical action, etc.), and (4) heat produced during 
absorption. In order to study the rays accurately, 
those of different wave lengths must be sorted out. 
This can be done by passing them through certain 
crystals. Such analysis of the roentgen-ray output 
of a tube has been made at various operating 
voltages. Three important facts are evident from 
this study: (1) the energy of all wave lengths in 
any low voltage curve is much increased when the 
voltage is raised; (2) raising the voltage adds short 
waves not present at lower voltages, and (3) the 
wave length for which the energy is a maximum is 
shorter at the higher voltages. Hence it follows 
that the quality of the rays is different when the 
tube is operated at different voltages. When the 
current and voltage of the operation of a roentgen- 
ray tube are reproduced, both the quantity of 
radiation per second and its quality are also re- 
produced. 

The action of every wave length and of all waves 
on a receiving body decreases for a given receiving 
area as the square of the distance increases. This 
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has an important practical bearing as the exposure 
time must be increased inversely as the square of 
the distance is increased if the same effect is to be 
produced. 

The intensity of the rays is reduced when they 
pass into or through various materials. The term 
“absorption” is used to denote such a reduction. 
One of the most striking characteristics of roentgen 
rays is their penetrating power, i.e., their relatively 
slight absorption by many substances highly opaque 
to light. Absorption depends on the material 
traversed and for a given material is dependent on 
the wave lengths received. For a single wave length 
the known facts as to absorption are: (1) when 
the rays pass through a given thickness of mate- 
rial their intensity is reduced nearly in proportion 
to the physical density of the material; (2) if at 
the first surface of a layer of thickness, t, the 
intensity is Q;, and at the distal surface is Q», then 
the quantity Qi; minus Q. divided by Q, repre- 
sents the percentage absorbed in the layer; (3) 
the next layer of like thickness will absorb the 
same fraction of what its proximal surface receives, 
and this will be true for each layer in succession. 
The higher the rate of absorption of the material 
for the wave length considered, the more the first 
layers absorb and the greater the difference between 
the absorption in the first millimeter and the ab- 
sorption in any given millimeter below the first. 
The actual output of the tube always contains a 
great variety of wave lengths. Each wave length 
has its own rate of absorption, but the rate is 
always less for short than for long waves. It has 
been definitely ascertained that: (1) the total radi- 
ation from a tube operated at low voltage is less 
than from a tube operated at the same current at 
high voltage; (2) the energy from the low voltage 
tube is more easily absorbed; and (3) the absorp- 
tion in the first layers is much greater at low voltage 
than at high. 

The data relative to absorption has an important 
bearing on the therapeutic application of the 
rotntgen rays. As their biological action is due to 
that part of the radiation actually absorbed, and 
as the general distribution of absorbed radiation in 
successive layers for a given wave length is similar 
for all substances, the only difference being in the 
thickness of the layer required to absorb a specific 
percentage, the amount of radiation applied to any 
tissue may be ascertained with a fair degree of 
accuracy. 

The term “filter” has been applied to any ma- 
terial used between the tube and the patient’s 
skin. The purpose of the filter is to remove a large 
part of the radiation that would otherwise be ab- 
sorbed by the superficial layers of flesh. Filters 
are necessary and important for the treatment of 
non-superficial lesions, but in the judgment of the 
author are of little demonstrated value in the 
therapy of superficial lesions. 

The term “secondary rays” has been used to 
specify at least three different rays, viz.: 

















1. Roentgen rays coming from parts of the tube 
other than the focal spot. These may be better 
designated as “parasitic rays.” 

2. Reflection of the roentgen rays. Atoms of 
matter reflect roentgen rays slightly just as particles 
of dust or mist reflect light. Such reflection results 
in a slight diffuse scattering of the initial beam 
without other change. 

3. New beams formed when roentgen rays of 
sufficiently short wave length (due to proper high 
voltage operation) strike certain atoms. These are 
true characteristic secondary rays. The quality of 
such new beams depends on the atomic weight of 
the affected atoms. In some cases such beams are 
of interest to the therapeutist. 

If thin metal filters are close to the skin and receive 
roentgen rays of short wave length in sufficient 
quantity the characteristic easily absorbed long- 
wave-length radiation may injure the skin. It 
may give undesired results also when metallic 
ointments or medication are present in the patient’s 
tissues. 

The general facts stated in the article are sum- 
marized thus: 

1. The electrical conditions of operation fix 
absolutely the radiation delivered per second by a 
given target; hence adequate control of these con- 
ditions will make possible complete duplication of 
radiation as regards both amount and quality. 

2. The two factors to be borne in mind are: (1) 
spark gap or tube voltage; (2) current in milli- 
amperes. Of these, the former is by far the more 
important. 

3. The amount of radiation received by a given 
layer of tissue when the tube is operated for a 
definite time under prescribed electrical conditions 
depends on: (1) the distance from the target; (2) 
the nature and thickness of all material through 
which the rays passed before they reached the tissue 
treated. 

4. The reaction of living tissue to the roentgen 
rays is due to the rays absorbed. 

5. There is no evidence at present that the bio- 
logical effect of radiation depends on the particular 
wave lengths absorbed. 

6. The biological effect doubtless depends not 
only on the total amount absorbed, but also to 
some extent on the rate of absorption; in other 
words, on the frequency of treatment as well as on 
the quantity of radiation. 

7. Layers of tissue near the surface of entrance 
always receive and absorb more radiation than the 
deeper layers. 

8. The inequality of absorption between the 
deep and surface layers due to the decrease of the 
intensity with the distance is reduced when the 
distance of the tube from the skin is increased. 

9. The inequality of dose between the different 
layers is reduced by the use of filters. 

10. This inequality is reduced also when a 
moderately high voltage is employed. 
ApoLpH HARTUNG. 
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Cameron. D. F.: A Comparative Study of Sodium 
Iodide as an Opaque Medium in Pyelography. 
Arch. Surg., 1920. i, 184. 

This article gives the results of a comparative 
experimental study of the properties of the sub- 
stances commonly used in pyelography, together 
with the clinical results obtained with sodium iodide. 
Solutions of sodium bromide and neutral citrate of 
thorium nitrate were compared with a solution of 
sodium iodide as to their opacity to roentgen rays, 
toxicity, osmotic pressure, degree of irritant action, 
and viscosity. The results and conclusions are sum- 
marized as follows: 

1. The investigation of the comparative opacity 
of several pyelographic mediums shows that the 
molar, or 13.5 per cent, solution of sodium iodide 
is fully as opaque as the 3 molar, or 25.2 per cent, 
solution of sodium bromide and definitely more 
opaque than the standard neutral thorium solution 
which is correctly designated as a 5¢ molar thorium 
nitrate solution, but commonly called the ‘“‘15 per 
cent’’ solution. 

2. The kidney function as determined by the 
usual blood, urea, nitrogen, and creatinin deter- 
minations and phenolsulphonephthalein tests, both 
in the dog and in man, is not changed by the intro- 
duction of the molar and 4/3 molar solutions of 
sodium iodide into the kidney pelvis even when, 
experimentally, the latter is kept distended by the 
solutions at the secretory pressure of the kidney for 
twenty-five minutes. The same results are obtained 
also with the 3 molar sodium bromide solution. 

3. When given intravenously to dogs, the 25 
per cent solution of sodium iodide, as well as the 
25 per cent sodium bromide solution, produces no 
apparent immediate toxic effect. The blood pres- 
sure and respiration have remained unaffected when 
50 ccm. of each of these solutions have been injected 
intravenously into a 30-lb. dog within a period of 
ten minutes. The 13.5 per cent sodium iodide 
solution, however, is the solution used for pyelog- 
raphy. Solutions of potassium salts, whether 
bromide or iodide, are very toxic when given 
intravenously. 

4. The comparatively rapid absorption of dif- 
ferent substances from the kidney pelvis, as ob- 
served by Burns and Weld, is confirmed by the fact 
that the contents of the kidney pelvis of a dog fail 
to respond to the usual tests for iodide from one 
and a half to two hours after the pelvis has been 
filled with a molar of 4/3 molar sodium iodide 
solution which was retained in the pelvis by occlud- 
ing the ureter. 

5. The sensory stimulation or irritation of the 
kidney pelvis produced by the three different med- 
iums investigated is probably very slight, but 
marked differences are obvious when tested on the 
tongue, the thorium solution causing the least 
stimulation and the 25 per cent bromide the greatest. 

6. The viscosity of distilled water, the molar 
sodium iodide, the 3 molar sodium bromide, and 
the standard thorium solutions, as determined by 
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the ordinary viscometer, is represented by the 
figures 28, 29, 31.5, and 50, respectively. A low 
viscosity is a very important property for a good 
pyelographic medium since the quantity of the 
medium which can be introduced into the kidney 
pelvis, other things being equal, varies inversely 
with the viscosity. 

7. The osmotic pressure of an average concen- 
trated urine, the molar sodium iodide, the 3 molar 
sodium bromide and the standard thorium solution 
is represented by the figures 2.7, 3.78, 13.47, and 
5.52, respectively. From this it is evident that the 
iodide solution is the least hypertonic of the three 
mediums. In this respect it is far nearer the ideal 
than the bromide solution which has over three 
times as great an osmotic pressure, for it is well 
known that, other things being constant, the injury 
produced by hypertonic solutions on living tissues 
increases with the hypertonicity. 

8. For clinical use twenty-two pyelograms were 
made, solutions of sodium iodide varying in strength 
from 20 to 13.5 per cent being used. No serious 
reactions whatever were noted. The number of 
patients who had more or less distress as a result 
of the pyelography and the number who suffered 
no additional discomfort whatever were equal. 
The discomfort was caused by over-distention of 
the kidney pelvis. 

9. These recent experiments have modified pre- 
vious conclusions in two respects: first, in the 
article published by the author in collaboration 
with Grandy sufficient emphasis was not placed 
on the fact that the sodium iodide solution was 
preferable to the potassium, for it has been shown 
that the potassium salt is somewhat irritating and, 
because of its toxicity when given intravenously, 
it does not afford so great a factor of safety in the 
event of its absorption in large amounts; second, 
increasing experience has demonstrated that instead 
of the 25 per cent solution of sodium iodide originally 
recommended, a molar or 13.5 per cent solution 
is sufficiently opaque for all pyelographic work and 
in this respect, at least, equals and, if penetrating 
rays are used, surpasses the 25 per cent bromide 
and the standard thorium solutions. 

10. The molar, or 13.5 per cent, sodium iodide 
solution now recommended is prepared by dis- 
solving 15 gm. of the salt in a sufficient amount of 
water to make too ccm. In previous articles 
it has been shown that such a solution is neutral in 
reaction, mildly saline to the taste, non-irritating, 
and does not form precipitates with blood or urine. 

11. Although the molar sodium iodide solution 
is not the least expensive of the pyelographic 
mediums, it nevertheless possesses certain distinct 
advantages which seem to make it the most suitable. 
Among these should be emphasized its freedom. 
as far as can be determined, from toxic effects and 
irritation, the ease with which it can be prepared. 
the fact that it has the lowest viscosity and the 
lowest osmotic pressure of any mediums so far 
suggested colloids and emulsions alone excepted, 
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and the fact that it exhibits an opacity to roentgen 
rays which increases with increasing penetration 
of the rays, definitely surpassing in this respect the 
thorium and bromide solutions. Apotex Hartunc. 


Remer, J., and Witherbee, W. D.: The Cause of 
X-Ray Burns. Med. Rec., 1920, xcviii, 183. 


It was formerly believed that low voltages pro- 
duced an immense number of rays of low penetra- 
tion which were absorbed by the skin and hence were 
more apt to cause a roentgen-ray burn than the high 
voltages with rays of high penetration which are 
not absorbed by the skin. In order to test out this 
theory the experiments reported in the American 
Journal of Roentgenology for June, 1917, were made. 
These showed that when equal skin unit doses were 
given the results on the skin were identical even if 
the spark gap and time of exposure were varied. It 
was apparent, therefore, that the quality of the rays 
and the absorption of those of long wave length had 
little to do with the biological effects in the skin. 
The facts upon which these effects depended seemed 
to be solely the quantity of roentgen rays reaching 
the skin for it is obvious that a high spark gap pro- 
duces more rays that reach the skin than the same 
dose with a low spark gap. 

Recently the authors made experiments with fil- 
tered and unfiltered rays, using 3 mm. of aluminum 
for the former. An erythema dose was given in each 
instance, the factors employed being the same with 
the exception of the time of exposure. Biologically, 
to all appearances, the erythema produced in thirty- 
three and three-fourths seconds by the unfiltered 
ray was the same as that produced in seven minutes, 
forty-two seconds by the filtered ray. Since the 
voltage in both cases was the same, it would follow 
that any change in the quality of the ray determined 
by voltage could not have been responsible for the 
longer time needed. The quantity of roentgen rays 
was materially lessened by the aluminum, thus mak- 
ing the enormous difference in the time of exposure. 

ApoLeH HARTUNG. 


Albray, R. A.: Some of the Essentials of Dental 
Radiography. Dental Cosmos, 1920, lxii, 805. 


The author presents some of the important steps 
and procedures which are essential to obtain 
roentgenograms of good quality and to make 
reasonably accurate diagnoses from them. A good 
equipment and thorough familiarity with it are 
prime requisites. A wooden arm-chair with a 
specially constructed head-rest is preferable to the 
ordinary dental chair as the patient is less apt to 
receive electric shocks from it and the likelihood of 
artifacts from secondary rays is eliminated. A 
thorough and painstaking examination of the part 
or parts under suspicion should precede the roentgen 
examination to determine the need for such an 
examination and what it is desired to show. It may 
be necessary to produce distortion to bring out the 
points wanted or to make exposures from different 
angles. The danger of burns from too long exposures 














or exposures too frequently repeated should be 
borne in mind. As regards the technique, experience 
is by far the most important factor making for 
proficiency. Careful attention should be given to the 
details both in the taking and the developing of films. 

The interpretation of radiographic findings calls 
for much thought, the application of a knowledge of 
the anatomy and physiology of the parts examined, 
an understanding of the pathologic changes which 
may occur in these parts, and intelligent considera- 
tion of the case history and clinical findings in their 
relationship to the radiographic picture. Through 
the shadows produced by different densities of 
the tissues or foreign substances the radiograph is a 
faithful record. The determination of the meaning 
of these shadows is a task which at times assumes 
the proportions of a Chinese puzzle. When studied 
with the clinical findings of the case, some radio- 
graphs may be diagnosed almost instantly while 
others must be carefully inspected with the magnify- 
ing glass and several films of the area must be taken 
from varying angles with different lengths of ex- 
posure and ‘tubes of hard and soft quality before a 
satisfactory diagnosis can be made. When examin- 
ing a radiograph some of the particular conditions 
which should be looked for aside from the favorite 
rarefied area are thickening of the bone about the 
root apices due to traumatic occlusion, pyorrheeal 
absorption of the alveolar process, carious cavities 
in the teeth, secondary caries under fillings or the 
edges of crowns, pulp stones, exostosis of the roots, 
fragments of roots of extracted teeth, impacted or 
unerupted teeth, foreign bodies, and necrotic or 
cystic areas. 

A few of the physiological structures which must 
not be confused with pathologic conditions are the 
mental foramen, the inferior dental canal in the 
mandible, the anterior palatine canal, the antrum, 
the nasal cavity, and the coronoid process of the 
mandible. Areas about young teeth just erupting or 
recently erupted should not be mistaken for ab- 
scesses. Teeth which have been undergoing ortho- 
dontic manipulation will frequently show what 
appear to be pathologic lesions in the bone about 
their root apices. ApoLpH HarTunNG. 


Newcomet, W.S.:The Treatmentof Angiomata with 
Radium. Am. J. Roentgenol., 1920, n.s vii, 337. 


Angiomata occur frequently and numerous meth- 
ods are used to remove them. They are removed 
usually for cosmetic reasons or because they inter- 
fere with the free movement of the adjacent parts. 

Radium therapy is the ideal method as it destroys 
certain cells without destroying the tissue en masse 
as do hot water, caustics, COs, ice, etc. The nevus 
should be treated as soon as it is discovered as spon- 
taneous enlargement and malignant degeneration 
may take place at any time. Early treatment of 
nevi present at birth will allow regeneration of skin 
which cannot be expected later in life. 

_ For convenience, the author divides these lesions 
into three groups: (1) hemangiomata, (2) lymphan- 
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giomata, and (3) pigmented angiomata. These 
types blend so that at times the differentiation is 
difficult. Each type, however, is a distinct entity 
with a different arrangement of the tissue structure. 
The small lesions are easily treated and good results 
are obtained but those which are larger are more 
difficult to treat. In the extensive lesions the normal 
tissues are largely replaced by the vascular nevus. 
Since radium rays cause destruction and obliteration 
of these vessels without replacement by normal 
epithelium or epithelial structures, such as hair, 
down, glandular structures, etc., it is difficult to 
get an inconspicuous result in such cases. Two 
cases of lymphangioma were treated, but the out- 
come was not satisfactory. In cases of pigmented 
lesions the diagnosis is important as some have 
proved to be melanotic sarcomata. A history of 
sudden enlargement of an ordinary mole should be 
looked upon with suspicion. When a mole has a 
deeply infiltrated base good results are obtained 
even if the nevus is covered with hair. 

A standard technique is important as the results 
depend upon the proper amount of irradiation. Too 
small dosage is preferable to over-dosage with the 
production of ulceration. When repeated treat- 
ments are necessary, it must be borne in mind that 
subsequently the part will not tolerate the dosage 
of the first application. The average dose should be 
a dose which produces erythema, and must be 
judged according to the applicator used, the filter, 
and the skin distance. The skin distance is the most 
important factor and varies directly with the depth 
of the nevus. The length of exposure is increased 
with the distance. R 

In the cases reviewed, flat applicators, tubes of 
radium and emanation were used at first, but 
because of the irregular surface of the lesions, the 
placques and emanation were discarded and the 
tubes were used exclusively. Since the skin which 
adjoins the nevus is usually very sensitive, lead 
screens were used to protect it and to prevent the 
breaking down of the healthy skin. In cases in 
which CO,, ice, hot water, iodine, etc., had been used 
the lesions were treated as if they had been irradi- 
ated previously. 

As the lesions varied so extensively, no definite 
dosage was given. In general, from 20 to 140 milli- 
grams were used for from two to four hours at each 
application, and from 3 to 60 treatments were given. 

Some of the complications noted were ulceration, 
spontaneous local gangrene, and ulceration with the 
formation of granulation tissue. These did not inter- 
fere with the results except that there was more or 
less scar formation. 

The accurate application of the radium is facili- 
tated by making a cast of the lesion and then placing 
the radium tubes in this cast so that when the cast 
is reapplied, the radium lies in the desired position 
against the lesion. 

The results in the majority of the cases treated 
were all that could be desired. In 86 cases selected 


for radium therapy the treatment was a failure in 7, 
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17 disappeared from observation, and in the remain- 
ing 62 the results were excellent. 

In summing up the sequele the author mentions 
keloid formation, telangiectasis, and secondary 
ulceration in the site of the scar appearing a year 
or two following the treatment. W. L. Brown. 


LEGAL MEDICINE 


The Construction of the Statute Making Hospital 
Records Admissible in Evidence. Leonard vs. 
Boston Elevated Ry. Co. (Mass.) 125 N.E. R., p. 593. 


In Massachusetts, according to the decision in 
this case, only such portions of hospital records are 
admissible in evidence as relate to the treatment and 
the patient’s medical history. ‘“‘The difficulty in 
applying the act,”’ the court stated, ‘‘arises from 
the nature of the entries made in hospital records. 
It frequently must happen that facts stated therein, 
which deal in the main with the patient’s medical 
history, may also be relevant to the issue of liability 
in the event of litigation. For instance, a statement 
of the location and nature of the patient’s injuries, 
primarily an essential element in the history and 
treatment of his case, may incidentally tend to con- 
firm or disprove his claim as to how the accident 
happened. So the condition of intoxication in the 
case of a patient suffering from delirium tremens 
would be an important element of his medical his- 
tory and treatment; * * * In our opinion a 
reasonable and practical construction of the statute 
requires that a record which relates directly and 
mainly to the treatment and medical history of the 
patient should be admitted, even though incidentally 
the facts recorded may have some bearing on the 
question of liability.” Joun A. CASTAGNINO. 
Hospital Records as Evidence. Zipus vs. United Rys. 
(Md.) 108 All. R., p. 884. 


In this case an effort was made to introduce 
certain hospital records as evidence. The person who 
made the records was not presented and no one was 
able to tell by whom they were made, whether a 
student or a physician in the hospital. It was known 
only that they appeared among the records in the 
hospital, together with a large number of others. 
This evidence to support the hospital records was 
held to be too indefinite and not sufficiently accurate 
to warrant its acceptance. §Joun A. CASTAGNINO. 


Effect of Receiving Check ‘‘In Full of Account.”’ 
Booth vs. Dougan (Mo.) 217 S. W. R., p. 326. 

The plaintiff, a physician, and the defendant, his 
patient, had a dispute concerning the physician’s 
bill. The physician rendered a bill which the 
patient refused to pay. An agreement was finally 
reached between them and pursuant to that agree- 
ment the physician agreed to a reduction. The 


patient then sent the physician a check marked ‘In 
full of account to date.”’ The physician cashed the 
check, but testified that he did not notice the words 
on the check at the time he did so. The court held 
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that, in view of the dispute, the acceptance of a 
check so marked would prevent the physician from 
suing the patient for the unpaid balance. 

Joun A. CASTAGNINO. 


Evidence of Causal Connection between Negligence 
and Injury. Licholz vs. Poe, Missouri Supreme 
Court, 217 S. W. R., p. 282. 


In this case the plaintiff was a blacksmith who 
had worked at his trade until the day before he was 
operated on and apparently was in reasonably good 
health. Two days after a nephrectomy he informed 
his physicians that he had a toothache. One of 
the physicians called his dentist who examined the 
tooth, applied some lotion which he said would stop 
the pain, and went away, but returned in the even- 
ing, extracted the aching tooth, and broke the jaw 
in so doing. The patient informed the physicians 
as well as the dentist that his jaw was broken, and 
one of the physicians incised the inner side of the 
jaw. The patient himself removed parts of the 
bone and called them to the physicians’ attention. 
The court held that under the circumstances the 
physicians were responsible to the patient for the 
injuries resulting from the removal of the tooth. 

Joun A. CASTAGNINO. 


Competent Medical Witness and Evidence of 
Insanity. Beasley vs. Faust (Texas) 217 S. W. R., 
p- 179. 

In this case it was held that a medical witness, not 
a specialist on mental diseases, but a physician who 
had treated many insane patients and had read 
text-books on insanity, was competent to testify as an 
expert that a person was insane at a time when he 
had not observed him, his opinion being based on 
observations of, and conversations with, this person 
before and after such time. The physician’s ad- 
mission that he was unable to state the type of the 
insanity, however, was seized upon as an indication 
that he was not sufficiently skilled in this disease to 
be an expert witness. The court held that the 
specialist in diseases of the mind may be able to 
classify all cases of insanity which come under his 
observation with reasonable accuracy, but it is not 
necessary that he should be a specialist in order to 

testify as a skilled witness. Joun A. CASTAGNINO. 


Hospitals Liable for Negligence of Employees. 
Mulliner vs. Evangelischer Diakonissinverein (Minn) 
175 N. W.R., p. 699. 

A pneumonia patient suffering from delirium was 
left alone in a room on the second floor of a hospital. 
A few minutes later the window was found open 
and the patient was discovered laying dead on the 
ground below. The evidence disclosed the fact that 
the patient had been delirious for some hours and 
that nurses in attendance were aware of her condi- 
tion. The hospital was provided with an insufficient 
number of attendants. The court held that a patient 
is entitled to such reasonable attention as his safety 
may require. If the patient is temporarily bereft 
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of reason and is known by the hospital authorities 
to be in danger of self-destruction, the authorities 
are in duty bound to use reasonable care to prevent 
such an act. 

Another question presented in this case was as to 
the liability of the hospital even if it had been guilty 
of negligence. This hospital is of the class commonly 
known as charitable corporations. It was founded 
and its buildings were erected partly by money 
donated and partly by money borrowed. It is not 
maintained for profit, but most of its patients are 
pay patients, and the receipts from these patients 
largely exceed the cost of maintaining the hospital. 
Under these circumstances the hospital is liable. 
The verdict rendered for $6,500 was upheld by the 
Supreme Court of Minnesota. 

Joun A. CASTAGNINO. 


Recovery for Services Not Supported by Evidence. 
Huntley vs. Geyer (N. D.) 175 N. W.R., p. 619. 


In this case a physician sued to recover for pro- 
fessional services rendered the son of the defendant 
who was 24 years of age. The son lived with his 
father and mother, but operated an adjoining farm 
for himself. From the evidence it appeared that the 
son acted solely for himself in employing the physi- 
cian and that his father and mother had had nothing 
to do with it. The case was reversed for a new trial 
inasmuch as the physician should have sued the son 
rather than the father. Joun A. CastTAGNino. 


May Testify to Making Examination But Not As 
To Result. Livingston vs. Omaha & C. B. St. Ry. 
Co. (Neb.) 175 N. W. R., p. 662. 


In endeavoring to rebut testimony that the plain- 
tiff was free from venereal disease the defendant in 
this case desired to prove that the plaintiff called 
upon and was examined by a physician. The court 
(Nebraska) held that the physician might testify as 
to whether the plaintiff called upon and was exam- 
ined by the physician but he would not be permitted 
to testify as to the result of the examination. 

(The court did not state the reason for this rule, 
but it arises by virtue of the fact that in many states 
conversations between physician and patient as 
well as the results of examinations of the patient’s 
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body constitute confidential communications which 
are not subject to disclosure even in a lawsuit. 
However, there are other states which hold that such 
communications and examinations are not confiden- 
tial. Illinois is a notable example of the latter.) 
Joun A. CASTAGNINO. 


Cutting Hole in Bladder—Skill and Care Required. 
Krinard vs. Westerman (Mo.) 216 S. W. R., p. 938. 


In this case the plaintiff claimed that the defen- 
dant, a physician, had represented that he was 
especially skilled in removing fibroid tumors of the 
uterus. She thereupon employed him but charged 
that in the performance of the operation he cut a 
large hole in the bladder, that he neglected to mend 
the bladder at once, and that either during or after 
the operation he so cut or tied off the left ureter 
that both the left ureter and left kidney entirely 
lost their function and became atrophied. 

The physician admitted that he cut an opening in 
the patient’s bladder, but claimed that it was neces- 
sary in order to remove the tumor, and that the cut- 
ting was not negligently done. He admitted also 
that he performed two subsequent operations in an 
effort to close the opening, but was unsuccessful on 
account of the fact that the parts were diseased. 
The testimony, however, seemed to corroborate the 
patient to the extent that there was no diseased 
or cancerous condition. Before the operation she 
had not suffered from kidney trouble. A fair in- 
ference from these facts would be that the 
physician had destroyed the left ureter in one of the 
operations. According to the court, ‘‘the operation 
he attempted to perform was a delicate one and re- 
quired skill. He proved not to be equal to the task.” 

The court instructed the jury that in such a case 
it was the physician’s duty to exercise reasonable 
skill and care such as an ordinarily skillful and care- 
ful surgeon is accustomed to exercise in like surgical 
operations under like circumstances, but did not 
limit the degree of skill to be that possessed by reason- 
ably skillful surgeons in the community in which the 
operation is performed. The reviewing court held 
this to be a proper instruction to the jury. A judg- 
ment of $15,000 was therefore affirmed. 

Joun A. CASTAGNINO. 














UTERUS 


Stevens, T.G.: A Case of Sacculation of a Gravid 
Bicornate Uterus. Proc. Roy. Soc. Med., Lond.. 
1920, xiii, Se¢t. Obst. and Gynec., 154. 


The patient was admitted to the hospital after 
having had severe labor pains for two days without 
any progress in the labor. Although the pain 
was very great, especially in the back, the uterine 
contractions did not appear to be very powerful. 
On examination a full-term foetal head was found 
to be at the upper part of the uterus. A fluctuating 
swelling which depressed the posterior fornix filled 
the upper half of the pelvis, while the os uteri was 
completely out of reach in front of this mass. As 
the cervix was above the pubes and could not be 
reached at all, and as the patient was in great 
distress, it was determined to perform a cesarean 
section and then remove the mass in the pelvis. 
This mass had been diagnosed as an ovarian cyst. 

The usual median incision was made in the uterus 
and the foetus extracted. On delivering the uterus 
through the abdominal incision it was found that the 
pelvic swelling was really a sacculation of the uterus 
itself formed by the greatly distended anterior 
wall, the actual fundus being held down in the 
pelvis by a firm adhesion. 1% in. broad by 1% in. 
thick. A solid projecting mass which was pulled 
up out of the pelvis was attached to the left side 
of the expanded uterus and proved to be the enlarg- 
ed, thickened but not expanded half of a bicornate 
uterus, one-half of which was about twice as large 
as the other. The tubes and ovaries were quite 
normal and there were no other adhesions. The 
child was in a condition of white asphyxia but re- 
covered after a hot bath and artificial respiration. 
The mother made an uninterrupted recovery. 

Cart B. Davis. 


Novak, E.: The Relation of Hyperplasia of the En- 
dometrium To So-Called Functional Uterine 
Bleeding. J. Am. M. Ass., 1920, Ixxv, 292. 


The author discusses the etiology of the hyper- 
plasia of the endometrium and the causes of func- 
tional uterine bleeding. The following summary is 
given: 

“ty. Functional uterine bleeding occurring in 
the absence of any gross pelvic disease is very com- 
mon at the menopause, when it often leads to the 
suspicion of malignancy. It is next most frequently 
observed at or near the time of puberty, but it may 
occur at any age. The bleeding is commonly of the 
type menorrhagia, with not infrequently periods of 
amenorrhcea. 

‘*2. A frequent histologic finding in these cases is 
the condition that has been called hyperplasia of the 
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endometrium. This is characterized by an over- 
growth of both the epithelial and stromal elements 
of the endometrium with the production of a per- 
fectly distinctive histologic pattern which makes its 
recognition easy by means of the microscope. 

“3. There are good reasons to believe, as I have 
shown, that hyperplasia is not a primary disease of 
the endometrium, but that it is secondary to an 
endocrine disturbance of the ovary. The exact 
nature of this functional disorder and the precise 
histologic changes in the ovary which are associated 
with it have not as yet been satisfactorily deter 
mined. 

‘“‘4. The secondary nature of hyperplasia of the 
endometrium explains the failure .of curettage to 
bring about permanent cessation of the menorrhagia 
observed in these cases. This procedure merely 
attacks a local manifestation of the underlying 
cause — an endocrine disturbance involving the 
ovary.” Cart H. Davis. 


Frank, L.: Carcinoma in the Cervical Stump after 
Supravaginal Hysterectomy; and the Radium 
Treatment of Carcinoma of the Cervix. Am. J. 
Surg., 1920, XXXiv, 149. 

The author has reviewed the literature to date 
and collected 47 cases of cancer occurring in the 
cervical stump after supravaginal hysterectomy, 
43 of carcinoma and 4 of sarcoma. He reports also 
4 additional cases of carcinoma. In about 4o per 
cent of the carcinoma cases the interval between 
the hysterectomy and the diagnosis was so short 
that it appears probable that the carcinoma was 
present at the time of the original operation. 

The author treated 3 cases with radium and re- 
ports an apparent cure at the end of one year in 
2 of them. In addition to these results he reports 
those obtained by radium treatment in 38 cases of 
carcinoma of the cervix. Eight of the latter would 
probably have been classed as operable; 30 were 
clearly inoperable. Of the 38 patients, 6 could not 
be traced, 11 have died, 4 are not well but are with- 
out loca] evidence of the disease, and 18 are en- 
tirely well. 

The literature of the radium treatment of car- 
cinoma of the cervix is reviewed. S. A. CHALFANT. 


Hansen, I.: The Treatment of Carcinoma of the 
Uterus with Radium in Stockholm (Radium- 
behandlung des Gebaermutterkrebses in Stock- 
holm). Ugeskr. f. Leger., 1920, 1xxxii, 357. 

The systematic use of radium in the treatment of 
carcinoma in gynecological cases dates from r1g1 0. 
This treatment was initiated and developed by For- 
sell. In Sweden radiotherapy is practically a mon- 
opoly, being given exclusively in the Radium Insti- 


























tute. This institute has clinical, polyclinical, and 
X-ray departments. The great advantage of such a 
monopoly is becoming recognized. 

The equipment consists of 0.9 gm. of radium which 
is divided for surface use and for use in the well- 
known Dominici tubes. The tubes are from % to 
3 cm. long and from 2% to 4 mm. thick. They are 
made of lead, silver, gold, or platinum and contain 
from 1 to 7 ctg. of radium salt. 

In gynecological work the Dominici tubes are 
used exclusively. They are prepared according to 
the desired intensity of the rays in flat boxes of 6 to 
I2 pieces or in somewhat flattened cylinders of 5 
pieces. The thickness of the walls of these boxes 
and cylinders corresponds to a filter of 2 mm. lead, 
and the total filter strength is 3 mm. of lead, the 
wall of the tube being equivalent to 1 mm. of lead. 

For rectal applications a bent instrument is used 
which catries before it a metal box into which the 
Dominici tube is inserted. 

The therapeutic principle followed is large doses, 
short intervals between treatments, hospital observa- 
tion for long periods, and simultaneous intensive 
X-ray treatment. The dosage should amount each 
time to about 200 mg., of which from 60 to 70 mg. 
should be placed in the uterus and the rest in the 
vagina. By intra-uterine treatment it is possible to 
attack a cervical tumor from all sides, reaching at 
the same time the few cancer nests in the corpus. 

Paper, cotton, or rubber may be used as secondary 
filters. The application must be made very care- 
fully. Forsell emphasizes the importance of pro- 
tecting the rectal wall with gauze tampons. After 
the application of the radium absolute rest in bed is 
necessary. The tube should be removed after about 
twenty-four hours. The second treatment should 
be given the following week, and the third treat- 
ment one week later. 

X-ray treatment given at the same time and con- 
tinued for a few years is advisable: 30 H over four 
areas (2 posterior and 2 anterior) and 4 mm. filters 
of aluminum or o.5 mm. filters of copper. There is 
little danger of X-ray burns when careful use is 
made of metal and secondary filters. The danger of 
infection is greater as the surrounding tissues are 
never rendered entirely aseptic. Rectal and vaginal 
fistul are rare complications. 

Of 66 cases treated in the year 1914-1915, 18 
(27.3 per cent) remained cured. Of these 18 cases 
14 were inoperable. One case in which recurrence set 
in after operation was cured by radium treatment. 
Of the operable cases, 4 (44.4 per cent) were cured. 
Radiotherapy is therefore not less effective than 
surgical treatment. SAXINGER (Z). 


ADNEXAL AND PERI-UTERINE CONDITIONS 


Grant, W. W.: Femoral Hernia of the Ovary. J. 
Am. M. Ass., 1920, Ixxv, 289. 


Of 36 cases of femoral hernia tabulated by Eng- 


lisch, the hernia was an inguinal hernia in 27 and a 
femoral hernia in 9. Of 137 cases reported by 
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Heineck, only 13 were cases of femoral hernia. It 
is clearly manifest that most femoral herniz are of 
the inguinal variety (eight times as many as of all 
others), that such hernie are not common, and that 
femoral herniz of the crural type are rare. The con- 
dition is usually unilateral. The predisposing cause 
is the persistence of the canal of Nuck occupying the 
position analogous to that of the processus vaginalis 
in the male. “It occurs generally after the postpar- 
tum period of life.’”’ A lax mesentery and stretching 
and mobility of the broad ligaments by pregnancy 
are probably contributory causes. 

The author reports two cases which may be sum- 
marized as follows: 

Case 1. A widow, aged 37, the mother of two 
children, had had a femoral hernia of the left side 
for three years which had caused little pain except 
when it protruded, but finally became non-reducible 
because of mild inflammatory attacks. At operation 
a small, somewhat atrophied ovary was removed 
from the sac. The patient made a complete re- 
covery. . 

Case 2. A widow, aged 56 years, the mother of 
two children, had been troubled with a femoral her- 
nia of the left side since 1892. About five years 
before operation she noticed an enlargement or 
tumor just below the hernia. At operation a normal 
ovary was found lying just below the femoral ring 
which greatly constricted the omentum. At the 
lower end of the omental mass was a follicular ova- 
rian cyst. 

The author describes the surgical technique neces- 
sary in cases of this type. He advocates the use of 
non-absorbable suture material as it is of great 
importance that the reconstructed canals and rings 
should be strongly supported until the fascial tissues 
are in a perfect state of repair. Cart H. Davis. 


Lanza, C., and Pantolini, M.: The Parovarium 
and Its Cystic Degeneration (Parovario y degen- 
eracion quistica del mismo). Rev. argent. de obst. y 
ginec., 1920, lv, 40. 

Lanza and Pantolini report a case of cystic degen- 
eration of the parovarium, the salient features of 
which were as follows: 

The patient was 24 years of age and married. 
She had had one normal delivery. The condition 
of which she complained began about a year pre- 
viously with abdominal distention and mild distress 
of an indefinite nature. She had been unable to 
wear a corset for eight months. Since the birth of 
her child five years previously, menstruation had 
been irregular. On one occasion there had been 
complete amenorrhcea for twelve months. This was 
followed by a copious flow for twelve days and 
another period of amenorrhoea. During the last five 
months there had been irregular bleeding and 
marked anemia. 

On physical examination the abdomen was found 
to be regularly enlarged with limited respiratory 
movement and flaring of the rib margins. On pal- 
pation a large, round, elastic, and movable tumor 
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was felt which was not displaced by changes in the 
patient’s position, and was seemingly attached to 
the posterior abdominal wall. Between this tumor 
and the costal margins was a typmanitic zone about 
5 cm. wide. Pelvic examination showed the cervix 
to be somewhat dilated, admitting one finger. Occa- 
sionally small clots of blood were discharged. The 
uterus was somewhat enlarged and retroflexed but 
without adhesions. The left ovary was palpable 
but the right could not be felt. Deep palpation was 
not painful. 

Curettage was performed and resulted in the 
suppression of the hemorrhage. Ten days later a 
laparotomy was done, the cyst being punctured and 
extirpated. The right ovary, which was adherent, 
was also removed. The raw surfaces were periton- 
ized and the abdomen closed in the usual way. 

For several days following the operation the tem- 
perature was irregular until tenderness developed 
and a fluctuating mass appeared in the pouch of 
Douglas. A posterior colpotomy was then per- 
formed and a drain inserted. Large quantities of 
foul pus were evacuated. The patient then made a 
complete recovery. 

From a study of the literature and from their own 
experience the authors have come to the conclusion 
that the parovarium resembles a comb, the back of 
which is parallel to the fallopian tube near the outer 
segment and the teeth of which converge toward the 
hilum of the ovary. This structure, which is made 
up of small canals, possesses a fibromuscular wall 
and minute lumina lined with low cuboidal ciliated 
epithelium. It represents a remnant of the sexual 
part of the wolffian body but its exact function is 
not known. 

Tumors of the parovarium are almost exclusively 
cysts and probably formed by an abnormal secre- 
tion of the lining epithelium. For the most part they 
are retention cysts rather than proliferating growths. 
A cystic dilatation of the blind end of the parovarium 
near the tubal ostium is most common and when it 
becomes pedunculated, as in the case described, it 
has the appearance of a cyst of Morgagni. 

WititAm R. MEEKER. 


Chalier, A., and Dunet, C.: Essential Tubo-Ovarian 
Varicocele (Le varicocéle tubo-ovarien essential). 
Gynéc. et obst., 1920, i, 239. 

Tubo-ovarian varicocele is a relatively rare con- 
dition. Disturbances of the venous circulation, 
peri-uterine phlebitis, postpuerperal thrombosis, 
etc. are found frequently during pelvic operations, 
but in such cases the pelvic varicocele is secondary 
to a uterine, adnexal, or more rarely, a rectosigmoid 
lesion. The varicocele to which the authors refer 
is a primary uterine varicocele which is unrelated to 
any pelvic lesion whatever. This condition was 
first described by Richet in 1860, and in 1909 Camu- 
set was able to find only 7 authentic cases reported 
in the literature. 

The authors report the case of a young woman 
20 years of age. On laparotomy the uterus and 
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right appendages were found to be normal but on 
the left side was an enormous development of the 
utero-ovarian veins forming a vascular tumor. The 
veins were greatly dilated but still intact. The 
left ovary was small and sclerocystic. The left tube 
and ovary were ligated and resected. The veins 
were as large as the internal saphenous vein. The 
varicose dilations occupied the mesosalpinx. The 
ovary showed extensive cystic degeneration of the 
graafian follicles. The lesions were characterized 
by sclerocystic ovaritis of dystrophic and non-in- 
flammatory origin with marked follicular atresia 
and hyperplasia of the lutein cells (false corpora 
lutea). 

In the cases described in the literature the diag- 
nosis of tubo-ovarian varicocele was not made until 
a laparotomy was performed. The authors believe, 
however, that such a diagnosis is possible although 
the only sign of the condition is a soft, re- 
sistent, pasty pelvic tumor which is only slightly 
painful on pressure. This tumor increases in volume 
when the patient assumes the erect position and 
diminishes in volume or disappears when she lies 
down. The immediate change in volume occurring 
when the position is changed alone indicates the 
presence of a vascular tumor. 

The authors do not regard as satisfactory any of 
the explanations proposed as to the origin of tubo- 
ovarian varicocele. They believe that the ovary 
plays an important part in the pathogenesis and the 
internal secretion of the ovary is the most important 
factor in the vascularization of the entire genital 
tract. In tubo-ovarian varicocele there are sclero- 
cystic ovarian lesions characterized by follicular 
atresia. In such an ovary the number of cells of 
internal secretion is increased and hyperfunction 
results. Menstrual congestion is prolonged and 
intensified, and the congestive disturbance will 
naturally be reflected in the genital vascular system. 
The ovarian hormone, therefore, exerts a specific 
action on the vessels and the vasomotor nervous 
system associated with the genital vascular system. 

The only rational treatment is unilateral salpingo- 
oéphorectomy. This allows the removal of the 
varicose area with the removal of the tube, the 
utero-ovarian ligament, and the ovary. Preference 
should be given to the suprapubic incision of Jayle 
which leaves no apparent scar. 

WiiiAM A. BRENNAN. 


Cysta- 
Surg., 


Boribarn-Wetchagit, L., and Ellis, A. G.: 
denomyoma of the Fallopian Tube. 
Gynac. & Obst., 1920, xxxi, 77. 

The author reports a case of cystadenomyoma 
of the fallopian tube in a Siamese woman 23 years 
of age. The symptoms began, when the patient was 
17 years of age, with pain in the left side of the pelvis 
for two days before each menstrual period and also 
during the period, ceasing when menstruation 
ceased. This continued until three months after 
marriage at the age of 21, when pregnancy began. 
During pregnancy and for seven months after the 
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delivery of a normal child there were no symptoms. 
Pelvic pain then began during menstruation and 
soon became continuous. Repeated pelvic exami- 
nations showed the presence of a tumor in the left 
fallopian tube. As the pains gradually became more 
severe, leading at times to convulsive seizures, the 
patient was operated upon. An ovoid tumor 
about the size of a hen’s egg was removed from the 
left fallopian tube and the patient made an un- 
eventful recovery. 

On microscopic examination, the wall of the tumor 
was found to be composed largely of smooth muscle 
with some fibrous tissue. The lining of the central 
cavity was a single layer of columnar epithelial 
cells. The nuclei were basal. Cilia were not de- 
tected. Below this epithelium was a cellular zone 
very similar to that of the intertubular portion of 
the endometrium. The cells were round or oval, 
the nuclei stained quite deeply, and there was a 
fair amount of intercellular material. This cellular 
zone gradually merged into the muscle of the 
growth, no structure resembling a submucosa being 
present. Evidence of acute or chronic inflamma- 
tion in any part of the sections was entirely lacking. 

The author’s reason for recording this case is the 
rarity of the type of growth described. 

Cart. H. Davis. 


EXTERNAL GENITALIA 


Robinson, M. R.: Congenital Absence of the Vagina 
and Uterus; A Consideration of the Problem in 
the Light of the More Recent Endocrine Studies 
and Surgical Advances, with the Report of a 
Case Successfully Operated upon by the Bald- 
win Method Slightly Modified. Surg., Gynec. & 


Obst., 1920, xxxi, 51. 


The author comments on the frequency of 
anomalies of the female generative organs and 
divides them into three classes: (1) absence of the 
uterus, (2) absence of the vagina, and (3) absence of 
the vagina and uterus. 

Postpubertal determination of sex depends upon 
more than the presence of ovaries or testicles. 
Femininity and masculinity depend upon the 
proper and harmonious relation and correlation of 
all the internal secretions. 

The patient whose case is reported was a female 
with all the secondary feminine characteristics and 
therefore a proper subject for operation. She was 24 
years of age and had been married nine months. 
She consulted the author on account of inability to 
perform the sexual act. She had never menstruated 
but from 17 years of age had been subject to periodic 
attacks of discomfort characterized by dull headache, 
enlargement of the breasts, swelling of either one or 
the other extremity, and mild hemoptysis persisting 
for four days. The vaginal canal was represented by 
a blind sac, % in. deep, in the normal situation; no 
uterus or adnexa could be detected. 

When the abdomen was opened a fully developed 
fallopian tube and ovary with a round ligament was 
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found on each side. The uterine end of the tube 
terminated inan enlargement the size and shape of an 
olive pit which was joined to a similar body on the 
opposite side, thus forming a septum across the 
pelvis between the bladder and rectum. 

The technique of the operation differed from 
Baldwin’s method in that the dissection was made 
entirely by the abdominal route, an assistant 
making pressure from below with a blunt instrument. 
The other steps of the procedure were similar to 
those of Baldwin’s operation in that a double loop 
of ileum was used to construct the vagina. Con- 
valescence was normal and the functional result very 
satisfactory. Sripney A, CHALFANT. 


MISCELLANEOUS 


Baldwin, J. F.: The Artery of the Uterine Round 
Ligament. Surg., Gynec. & Obst., 1920, xxxi, 57. 


The author takes exception to the statement 
found in text-books on gynecology that there is an 
artery of the round ligament which furnishes an 
important part of the blood supply of the uterus. 
The artery of the round ligament of the uterus (the 
external spermatic in the male) is a small branch of 
the inferior epigastric. Its main stem descends 
through the inguinal canal with the round ligament, 
anastomosing with branches of the external pudendal 
and, occasionally, with the prolonged funicular 
branch of the superior vesical. A small branch of 
this artery accompanies the round ligament inward 
and anastomoses with branches of the uterine, ovar- 
ian, and vesical to the round ligament. 

The uterine and ovarian arteries anastomose, 
forming an arterial arch which gives off branches to 
the round ligament. These branches accompany the 
ligament outward, anastomosing with funicular 
branches from one or more of the vesical arteries 
and a proximally directed branch from the artery of 
the round ligament. 

The funicular artery, a branch of the superior 
vesical (the artery of the vas deferens in the male) or, 
occasionally, from the inferior vesical, is a small 
slender artery which accompanies the round liga- 
ment outward from the point where the ligament 
crosses the artery, anastomosing with branches from 
the uterine, ovarian, inferior epigastric, and external 
pudendal. The branches to the round ligament 
derived from the uterine, ovarian, and vesical may 
give off proximally directed branches which extend 
inward to the attachment of the ligament to the 
uterus. 

In diseases of the uterus, ovaries, or tubes any of 
the vessels to the round ligament may become 
enlarged. 

In more than three thousand abdominal hyster- 
ectomies the author has freely cut across the round 
ligaments and in only one instance was there arterial 
bleeding. In that operation the uterus was the seat 
of puerperal infection and in Baldwin’s opinion the 
hemorrhage was due to the inflammatory condition. 

Supney A, CHALFANT. 
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Hammond, F. C.: The Relation of Appendicitis to 
Intrapelvic Disease in Women. JN. York M. J., 
1920, Cxi, 978. 


Appendicitis in the female may be mistaken for 
pyosalpinx, ovarian abscess, suppurating ovarian 
cyst, torsion of the pedicle of an ovarian cyst, ectopic 
gestation, abortion, or dysmenorrhcea. 

The author emphasizes the necessity for a careful 
history in every case. Acute pelvic inflammation 
is usually preceded by vaginal discharge and 
dysmenorrhcea, and appendicitis, by digestive dis- 
turbances or previous attacks of pain on the right 
side. The acute pain is at first general and colicky 
and later becomes localized. In pyosalpinx the pain 
is more constant and less severe and is situated lower 
in the pelvis, the tenderness being frequently most 
acute over Poupart’s ligament. In the other con- 
ditions a carefully taken history and physical ex- 
amination usually make the diagnosis clear. 

The author draws the following conclusions: 

1. The more we see of appendicitis the greater. 
respect we have for it. Those who have not had a 
large experience will find that what at first seemed to 
be a straightforward disease is one of the most 
treacherous and difficult to treat. The different 
types of appendicitis may be distinguished only 
on the basis of a large experience and even then such 
differentiation is frequently difficult. 

2. The history should be taken carefully in the 
case of every patient. 

3. The right chest should be carefully studied. 
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4. A bimanual or recto-abdominal examination 
should be part of the physical examination of every 
female patient beyond the age of puberty. 

5. If at the time of operation an incision is 
made for the exposure of the appendix without re- 
spect to the physical condition of the appendix, 
the surgeon’s finger should be passed into the right 
pelvis to palpate the right adnexa. 

S. A. CHALFANT. 


DeRom: Plastic Surgery of the Perineum (Ueber 
PerineopJastik). Vilaamsche geneesk. Tijdschr., 1920, i, 
169. 

The treatment of prolapse of the vagina and uter- 
us with pessaries is being abandoned because of the 
resulting inflammation. The method of choice 
today is perineorrhaphy. This consists in the forma- 
tion of a pelvic floor by means of silver wire which is 
drawn about the pubic bone and the upper or lower 
ramus and tightened with a clamp. From experi- 
ments on the cadaver and from anatomical plates 
it is clear that in this operation there is no danger 
of injuring important vessels. Tying off of the 
pubic vessels and nerves by the wire about the bone 
may be avoided by tying the wire loosely. 

This operation was performed on 4 women with 
successful results in 3 cases. In 1 instance the 
condition recurred after a time as the wire broke. 
Because of the limited flexibility of wire the author 
recommends the use of silk or silk thread instead. 

Scumitz (Z). 




















PREGNANCY AND ITS COMPLICATIONS 


Paddock, C. E.: Dietin Pregnancy. Surg., Gynec. & 
Obst., 1920, Xxxi, 71. 


The normal gain in body weight of the mother 
throughout pregnancy amounts to between 20 
and 30 lbs., and during the last three months there is 
a gain of from 3 to 5 lbs. a month. However, in the 
first three months the balance of gain is negative as 
a large percentage of women are nauseated or 
vomit, or have such a distaste for food that they 
cannot eat. The increase in tissue outside of the 
uterus occurs chiefly in the pelvis and abdominal 
walls, but there is also a general increase in all the 
tissues. Although it would be reasonable to suppose 
that such an increase in tissue. would call for a 
greater amount of food, this is not the case. The 
added weight is comparable to a neoplasm or to 
weight gained without any apparent reason. 

The author does not agree with the theory of 
Prochownick, published in 1889, that the size and 
weight of the foetus can be lessened by placing the 
mother upon a protein diet and limiting other foods. 
The consensus of opinion is that the food taken by 
the mother has little if any effect upon the growth of 
the foetus, and that the foetus will thrive at the 
mother’s expense even if her condition is below 
normal. Not infrequently, however, articles appear 
in the medical journals in which the diet advocated 
by Prochownick is recommended, in spite of the fact 
that no definite data have been found to substan- 
tiate the theory. 

From reports of physiologists we must conclude 
that under normal conditions and when the mother’s 
diet is her normal diet in the non-pregnant state, the 
foetus will grow by taking its nourishment from the 
mother’s food and selecting only those substances in 
sufficient quantity which are necessary for normal 
growth. Because of this selective process on the part 
of the placenta a diet rich in carbohydrate and 
deficient in protein will in no way affect the foetal 
growth. 

The belief of the laity that a woman needs more 
food during pregnancy than before is correct only 
if she is working at the time. In the cases of women of 
the leisure class and those who refrain from all 
bodily exertion from the beginning of pregnancy, it 
is better not to increase the quantity of food. If it is 
increased, bodily exercise is necessary. 

Physiologists tell us that to maintain metabolic 
equilibrium for twenty-four hours, a woman of 
average body weight who does an average amount of 
work requires 100 gm. of albumin, from 80 to 100 
gm. of fat, and 400 gm. of carbohydrate. To include 
these elements the diet must be mixed. Of the 
three principal elements of nutrition albumin is the 
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most important. The most necessary salts are lime, 
sodium, phosphorus, and the salts of iron. 

The author discusses the various vegetable, 
carbohydrate, and milk diets, and concludes that 
while all of them are good, a mixed diet is necessary 
in order to supply the essential food elements. 
The best plan is for the physician to find by ob- 
servation the amount of air, exercise, rest, and food 
which is required in each case and to keep the pa- 
tient under observation so that he may be able to 
make any necessary changes. Cart H. Davis. 


Herrick, W. W.: Some Phases of the Circulatory 
Disturbances of Pregnancy: with an IIlustra- 
tive Case. Med. Clin. N. Am., 1920, iv, 179. 


The diagnosis on admission to the hospital in 
the case reported was cardiac dilatation with in- 
sufficiency of the mitral, tricuspid, and pulmonary 
valves; arterial hypertension; congestion of the 
lungs and liver; moderate anasarca and paroxysmal 
dyspnecea. 

In the treatment a salt-free diet was given and the 
fluid intake restricted to 1,200 ccm. in twenty-four 
hours. Digitalis in the form of digipuratum, 1% gr., 
was administered three times every twenty-four 
hours. This regimen was alternated with periods of 
three or four days of the Karell diet. To stimulate 
diuresis an occasional dose of 1o gr. of diuretin was 
given. With sufficient doses of digitalis the pulse 
rate was maintained between 60 and 8o. 

The result of this therapy was very satisfactory. 
During the first month there were no attacks of 
paroxysmal dyspnoea and the orthopncea became 
less. The area of cardiac dullness diminished. The 
systolic blood pressure receded but the diastolic 
remained around 100. The patient left the hospital 
in ten weeks. She was then in the sixth month of 
pregnancy. From reports received from time to 
time it appears that there has been no material 
change in her condition. The Wassermann reaction 
was negative. 

Since the patient left the hospital the chief dietary 
restriction has been salt and animal food, such as 
sweetbreads, liver, and kidneys, which contain an 
excess of nuclein. The restriction of salt seems to 
cause a decrease in the blood pressure. 

As regards the prognosis in these cases, Herrick 
states that while in many the heart and blood pres- 
sure become normal, in the majority there is im- 
paired myocardial reserve and a blood pressure 
which, if not high, at least tends toward the higher 
ranges and has an exaggerated response. In other 
words, the foundation of chronic hypertensive 
cardiovascular disease is laid with all the future 
menace of cardiac insufficiency, cerebral hemorrhage, 
or arteriosclerotic nephropathy. 
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While further pregnancies need not be forbidden, 
the risk must not be considered lightly, and if preg- 
nancy does occur the patient should be under the 
constant supervision of a competent internist. 

Epwarp L. CorNELL. 


Jardine, R., and Kennedy, A. M.: Suppression of 
Urine in Pregnancy and the Puerperium; 
Its Relation to Symmetrical Necrosis of the 
Renal Cortex. Lancet, 1920, cxcix, 116. 


The author reports 12 cases in which suppression 
of urine occurred as a complication of pregnancy or 
the puerperium. Eleven of the cases are described 
in detail. 

Pathologic reports of the condition of the kidney 
were available in 8 cases. Symmetrical necrosis of 
the renal cortex was found in 6 instances; in 3 of 
these there was evidence of pre-existing chronic 
inflammatory changes, while in 3 others the con- 
dition was proved to be pure cortical necrosis. The 
remaining 2 of the 8 cases showed chronic intersti- 
tial nephritis only. The suppression of urine, there- 
fore, may be due to one or both of these causes. 
It is impossible to determine clinically which of 
these conditions is present. 

Focal necrosis was found in organs other than the 
kidney in 5 of the 6 proved cases. Renal cortical 
necrosis seems to be a form of focal necrosis. The 
authors attribute the distribution of the necrosis in 
the outer two-thirds of the cortex to differences in 
the blood supply. Thrombosis of the vessels near 
the necrosed area was discovered in every in- 
stance. 


Glynn called attention to the presence of platelets 
in the distal portion of the thrombus and concluded 
that the thrombi are due to injury of the vascular 


endothelium. Arteriosclerosis, which may also be 
a contributory cause, was found in three kidneys. 
It is evident that the primary cause is a toxin pecu- 
liar to eclamptic conditions, since in fatal cases of 
eclampsia focal necrosis in some organ is an almost 
constant finding. 

Decapsulation and nephrotomy are unsatisfac- 
tory as are all means of treatment instituted after 
the condition is well established. The authors em- 
phasize the importance of the early recognition of 
the toxic state and treatment by elimination and 
counteraction of the toxins before vascular changes 
and necrosis of the tissues have occurred. 

G. S. Foutps. 


Guerin-Valmale and Vayssiére, H.: The Effects 
of Antityphoid Vaccination on Pregnant 
Women (Sur les effets de quelques vaccinations 
antityphoidiques chez des femmes enceintes). Gynéc. 
et obst., 1920, i, 217. 

Since 1913 the authors, following previous work 
of other investigators, have employed antityphoid 
vaccine experimentally in animals and clinically in 
the cases of pregnant women. The vaccine used was 
a monovalent vaccine containing 500,000,000 bacilli 
per cubic centimeter. The dosage given was 1%, 


7 


INTERNATIONAL ABSTRACT OF SURGERY 


114, and 2 ccm. injected at intervals of one week 
into the extensor surface of the arm. 

In the animals positive agglutination was demon- 
strated in all the offspring but this power was only 
one-third that of the mothers. All of the offspring of 
rabbits which were vaccinated were either still-born 
or died within a few days of birth. The dosage 
given, however, was very high for the weight of the 
animal. 

The vaccination of women was carried out in a 
maternity clinic during the last six weeks of preg- 
nancy. About four injections were given. The 
results may be summarized as follows: 

1. The injections did not appear to have any 
harmful effects on the foetus in utero. 

2. Pregnant women reacted to the vaccine in the 
same way as non-pregnant women and the normal 
blood changes of pregnancy were not altered by the 
vaccine. 

3. The agglutinating power of the milk rose with 
the number of injections up to the third, when the 
maximum was reached. The agglutinating power 
of the lactoserum was always lower than that of the 
blood serum when both were determined simultane- 
ously. The mammary epithelium appeared to de- 
lay the passage of the agglutinins but was not an 
absolute barrier. 

4. A study of the foetal sera showed that as a 
general rule its agglutinating power was less than 
that of the mother although in some cases it was 
equal and in one case much higher. 

In the authors’ opinion the origin of the agglutinins 
in the foetal blood is usually maternal, the foetus 
being passively immunized, but there is reason to 
believe that in some cases there is active immuniza- 
tion of the foetus. Witiiam A. BRENNAN. 


Torre y Blanco, J.: The Classical Cesarean Sec- 
tion in the Treatment of Certain Forms of 
Bronchopneumonia in Pregnancy (La cesarea 
clasica como tratamiento de algunas formas de 
broncho-neumonia durante el embarazo). Siglo 
med., 1920. Ixvii, 204. 

The gravity of bronchopneumonia is considerably 
increased when it occurs as a complication of preg- 
nancy, and the more advanced the pregnancy the 
more serious the condition. In the author’s expe- 
rience the majority of such cases terminated fatally 
when the gestation was further along than six 
months. 

Three clinical types of bronchopneumonia in preg- 
nancy are recognized. In the first type general sep- 
ticemic manifestations are more important than the 
local pulmonary condition. There is high fever with 
great prostration and evidences of myocardial 
insufficiency. In these cases, especially when the 
infection is severe, premature labor and abortion 
occur, the foetus usually being born dead or dying 
within a few hours after birth. As a general rule 
such cases terminate fatally in spite of the em- 
ployment of cardiac tonics, stimulants, and poly- 
valent vaccines. 

















In the second type the general condition aside 
from the local pulmonary infection may seem satis- 
factory. Nevertheless rapid abortion followed by 
severe systemic symptoms frequently occurs. The 
treatment is the same as that indicated for the first 
group of cases. 

In the third form the condition may be very grave 
but is due to the mechanical circulatory phenomena 
brought on by the advanced gestation rather than 
to the virulence of the infection. In such cases, in 
which the septicamic manifestations are not marked, 
a cardiac crisis may be experienced with is char- 
acterized by marked cyanosis, pronounced dysp- 
noea, and a fast pulse of low tension. In such cases 
the classical caesarean section under spinal anzs- 
thesia has been performed with good results. Details 
of 2 case histories are given in which such a pro- 
cedure was followed by uneventful recovery. 

From these results and those of other similar 
cases the author concludes that in cases of broncho- 
pneumonia in advanced pregnancy in which the 
only grave symptom is cardiac insufficiency from 
mechanical causes and grave systemic manifesta- 
tions of sepsis are absent the treatment indicated is 
that of immediate cesarean section under spinal 
anesthesia. Great care should be taken in the selec- 
tion of the cases, however, and cases of cardiac 
insufficiency from mechanical causes must not be 
confused with those of acute myocarditis from the 
toxemia of a virulent lung infection. 

Wirtiam R. MEEKER. 


Villar, A.: The Treatment of Inevitable Abortion 
(Sobre el tratamiento del aborto inevitable). Rev. 
argent. de obst. y ginec., 1920, iv, 10. 


Villar classifies abortions into afebrile and febrile 
abortions. In the former the condition is usually 
not grave and, aside from the slight danger of per- 
foration during treatment, uneventful recovery is 
the rule. The abortion becomes febrile when bac- 
teria enter the uterine cavity and infect the mucosa. 
Little bacterial growth occurs during the first and 
second days of the puerperium, probably because of 
the bactericidal power of the blood and serous 
secretions of the uterus at that time. During the 
third day, however, the invading bacteria usually 
begin to multiply, and on the fourth day increase in 
numbers with great rapidity. Between the seventh 
and the ninth days they are fully developed and the 
uterine discharge may contain any of the organisms 
of puerperal infections. 

There are three principal bodily defences against 
the entrance of infection: the lochial discharge which 
contains antitoxic and bactericidal substances; the 
migration of leucocytes; and the formation of new 
granulation tissue. The formation of new tissue is 
the most important factor as fully developed tissue 
is so compact and membranous that it acts as an 
impermeable wall to the progress of microorganisms. 

An infected uterus may be compared to a phleg- 
mon or abscess in any other part of the body, but 
the infection is more serious because of the ease with 
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which the toxic substances are absorbed. As soon as 
bacteria localize the submucous vessels dilate, the 
serous discharge increases, the leucocytes migrate 
to the area of inflammation, and granulation tissue 
is formed. The bacteria, on the other hand, multi- 
ply, eliminate toxins, and tend to invade the lym- 
phatics and blood stream. When the patient expe- 
riences a chill the bacteria have undoubtedly entered 
the circulation so that at this stage a metastatic 
focus of suppuration or a thrombophlebitis may 
result. If the bacteria in such a case are highly viru- 
lent, the case usually terminates fatally. All therapy 
is useless, death usually occurring within three or 
four days after the abortion. 

Patients with induced septic abortion rarely seek 
medical attention at the first appearance of fever. 
They regard fever lightly and are usually assured by 
the midwife, who is commonly to blame, that fever 
and chills are to be expected. At this stage curettage 
is most dangerous, even though the operator is 
highly skilled. A single small abrasion in the uterine 
mucosa may be responsible for the continuance of 
the infection, and if a dull curette is used it is possible 
that not only a small portion of the infected placenta 
but also decidua may be left in place. The introduc- 
tion of any instrument into the uterine cavity. when 
the bodily defenses are being organized tends there- 
fore to facilitate the penetration of bacteria into the 
lymphatics and blood stream. In the author’s opin- 
ion even digital curettage should not be employed 
as it necessitates dilating the cervix, the uterus is 
more or less massaged with the external abdominal 
hand, and complete digital extraction is difficult to 
perform. 

In febrile abortion the author aids the natural 
forces in emptying the uterus. An ice bag is kept 
constantly on the abdomen to favor uterine con- 
tractions and o.2 gm. of quinine is given every four 
or six hours. In from 40 to 50 per cent of cases uter- 
ine contractions usually appear after the second dose 
of quinine and result in the expulsion of the ovum 
and placenta. All lavage, irrigation, and douches 
are forbidden. The vulvar dressings are changed 
three or four times daily. 

Cases in which abortion cannot be effected by this 
method are generally left alone for three or four days. 
During this time the temperature usually returns 
to normal. Curettage is then performed and is 
easier and less dangerous as the uterine cavity is 
almost empty, the uterus is small, and the uterine 
walls are firmly contracted. 

There are two contra-indications to the author’s 
method of treatment, one absolute and the other 
relative. Violent hemorrhages which endanger life 
constitute the absolute contra-indication, but such 
hemorrhages rarely occur with high temperature. 
The relative contra-indication is retroflexion of a 
gravid uterus in which conditions are not favorable 
for the spontaneous evacuation of the products of 
gestation. In such cases curettage may be done 
after correction of the retroflexion. 

WitiiAM R. MEEKER. 





LABOR AND ITS COMPLICATIONS 


De Lee, J. B.: The Treatment of Obstinate Occipito- 
posterior Positions. J. Am. M. Ass., 1920, lxxv, 
145. 

In practice, there are two classes of cases: first, 
those in which the head is engaged, and second, 
those in which the head is in or above the inlet. 
When the head is high and floating, interference is 
not necessary, but a careful search should be made 
for any condition which of itself may demand treat- 
ment. Watchful expectancy is the course to pursue. 
Rupture of the membranes should be prevented, if 
possible, because labor is more often retarded than 
hastened by it. Morphine and scopolamine should 
be used in the first stage to prevent exhaustion of 
the mother and child, but it is not wise to let labor 
drag on too long. 

By means of a colpeurynter the dilatation of the 
cervix may be completed and the case thus prepared 
for interference if necessary. After complete dilata- 
tion of the cervix the author usually waits an hour 
or two to see whether or not the head will engage. 
If it does not, he punctures the membranes after 
placing the patient on her side to prevent prolapse 
of the cord. If the head does not engage very soon, 
two courses of procedure are open: version, followed 
by extraction if necessary, and manual correction 
of the position. In the cases of multipare the ob- 
stetrician’s preference may be exercised. 

De Lee warns against the use of forceps in such 
high head cases. If descent, rotation, and extraction 
are forcibly effected by forceps, the child is always 
injured and often killed, and the mother is also mal- 
treated. This is one of the most common causes of 
stillbirth and puerperal infection. 

After the head is engaged the case is gratifyingly 
simplified. If the cervix is fully dilated and the 
pains are good, a little pressure upward on the fore- 
head during a pain may aid flexion and favor rota- 
tion (Hodge’s manceuvre). It may be possible to 
direct the head backward with two fingers placed 
alongside the forehead on the anterior lateral in- 
clined plane of Hodge or to draw the occiput forward 
with three fingers as Tarnier suggested. These sim- 
ple procedures with the patient placed on the side 
toward which the occiput points should give results. 
If they do not or if rectal examination shows that 
the occiput has rotated to the sacrum the patient 
should be etherized and the head rotated to the 
proper position by combined internal and external 
manipulation. As a rule, contrary to what is 
usually taught, this is not difficult; the chief diffi- 
culty has been the holding of the head in its new 
position sufficiently long to apply the forceps. As 
soon as the fingers are off the head, it rotates back 
again to its former position. This can be prevented 
by the simplest means. After rotation has been 


accomplished, the scalp should be grasped firmly 
with a double vulsellum or 8-in. artery clamp, and 
the head held in the proper position by an assistant 
until the forceps can be applied. 
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De Lee has performed this operation often and 
always successfully. He therefore recommends it 
for general practice. When done carefully and 
gently it is not harmful. After delivery the small 
wounds are touched with tincture of iodine. Even 
when the head has not been engaged De Lee has 
succeeded in rotating and holding it in position with 
a vulsellum, but states that it is best first to effect 
the rotation by hand. Epwarbp L. CorneELL. 


DeLee, J. B.: The Treatment of the Second Stage 
of Labor with Special Reference to the Preven- 
tion of Injury to the Child and to the Pelvic 
Floor. Minnesota Med., 1920, iii, 317. 


The author expresses the opinion that labor is no 
longer a normal function and mentions several 
factors which render it pathogenic. 

For the mother there is always the danger of 
infection even under the most ideal conditions. 
Virulent streptococci are present in the vagina in 
a large number of cases, and if the second stage 
becomes too prolonged and the woman’s resistance 
is lowered they may prove fatal. Exhaustion and 
rupture of the uterus are other possible dangers. In 
a very complete summary the author shows also 
how injuries to the pelvic floor and perineum are 
related to many of the complications of pregnancy. 

The dangers of the second stage of labor to the 
child are much greater than is generally believed. 
The most common dangers are asphyxia from 
abruptio placentz or prolonged compression of the 
brain, and intracranial hemorrhage. Statistics seem 
to show that instrumental delivery is safer than 
prolonged, difficult unassisted labor. Among the 
late effects of prolonged labor are permanent dis- 
orders of sight and hearing due to hemorrhages into 
the nerve endings, the nerve itself, or its nuclei. 

In discussing the treatment of the second stage 
of labor the author mentions several of the routine 
points in the management, and then discusses in 
particular the preservation of the pelvic floor and 
outlet tissues and the prevention of injury to the 
child. When the pelvic floor is rigid DeLee shortens 
the second stage artificially with the “prophylactic 
forceps.” When the head has reached the pelvic 
floor and the levator ani muscles have begun to 
stretch he considers the advisability of interference. 
If the pains are strong, a few whiffs of ether or gas 
are given and a deep episiotomy is done. Usually 
then the patient will be able to deliver herself. 
If the pains lag, however, two or three drops of 
pituitrin are given. If the pains are not strong, or 
if the head reaches the pelvic floor after a second 
stage lasting longer than from forty-five to sixty 
minutes, or if the rotation is not complete within 
this time, the use of the prophylactic forceps is 
indicated. Under complete ether anesthesia the 
pelvic floor is incised and the head rotated anteriorly. 
Just after the head is brought through the vulva 
1 ccm. of pituitrin is given hypodermically. In a 
few minutes the uterus contracts and expels the 
placenta into the upper vagina. From the upper 


























vagina it is expressed by pressure on the fundus, 
the other hand being placed in the vagina for the 
placenta to slide upon in the same way as the heel 
slides down on a shoe horn. This procedure DeLee 
calls the “shoe-horn manceuvre.” Immediately 
after the placenta is delivered 1 ccm. of aseptic 
ergot is given intramuscularly. 

As soon as the uterus is contracted the cervix is 
examined and all cervical tears are repaired. 

The perineotomy is one of the most important 
parts of the prophylactic forceps method as it is 
intended to preserve the integrity of the pelvic 
floor, the subvesical fascia, and the urogenital 
septum, and at the same time to prevent injury to 
the child’s brain. The author makes the incision 
when the levator ani and fascia have been stretched 
a little, but have not begun to tear. Beginning at 
the raphe in the fourchet, the skin and urogenital 
septum are cut with one sweep of the scissors. This 
exposes the levator ani pillar. The perineum falls 
to the opposite side, its apex attached to the fascia 
over the rectum and the edge of the levator ani. 
The vagina and the fascia over the levator ani are 
incised next and then the levator is cut more or less 
extensively, depending on the estimated size of the 
child, the cut being made almost horizontally in 
about the middle of the muscle. Bleeding is usually 
stopped by pressure with gauze sponges, but 
occasionally ligation of a vessel is necessary. 

In the repair the author simply unites the parts 
in anatomicosurgical fashion. In the foreceps deliv- 
ery he follows the standard rules. 

The prophylactic forceps operation is a radical 
departure from time-honored custom but has a 
sound scientific basis. It saves the woman the 
physical labor of a prolonged second stage and 
when morphine and scopolamine are given in the 
first stage and gas or ether is used in the second 
stage with operative delivery, labor is robbed of 
most of its terrors. The method undoubtedly 
preserves the integrity of the pelvic floor, the vesico- 
vaginal septum, and the introitus vulve and fore- 
stalls the long train of sequele following pelvic 
laceration. In addition it saves the child’s brain 
from the immediate and remote effects of prolonged 
compression. Incision in the soft parts not only 
shortens the second stage of labor, but also relieves 
the pressure on the brain and consequently will re- 
duce the number of cases of such conditions as 
idiocy and epilepsy. Carv H. Davis. 


Palmer, A. C.: Two Cases of Rupture of the 
Vagina during Labor. Proc. Roy. Soc. Med., 
Lond., 1920, xiii, Sect. Obst. and Gynec., 151. 

Case 1. The patient was admitted to the hospital 
following a difficult extraction, by means of the for- 
ceps. of a still-born child weighing between 13 and 
14 lbs. The perineum was torn. The placenta 
had been removed from the abdominal cavity 
through the ruptured cervicovaginal juncture. 
The woman was very anemic and in a state of 
collapse. The pulse was 120, the temperature 98° 
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F., and the abdomen very tender. Laparotomy was 
done at once. 

On examination of the pelvis the uterus was found 
free of all attachments to the vagina except for a 
narrow bridge in the region of the left uterine artery 
and a small portion of the anterior wall of the cervix 
close to the bladder. The cervicovaginal juncture 
was torn through for more than three-quarters of 
its circumference. The uterus was removed as 
rapidly as possible, all bleeding points being ligated. 
Intravenous saline was given. Except for a slight 
rise in temperature the patient made an uneventful 
recovery. 

This woman had had eight children previously, 
and there had been no difficulty in any of the other 
labors. The pelvic measurements were normal. 

Case 2. The patient, a woman aged 41, was 
brought to the hospital by a midwife who had been 
attending her. The labor pains had been severe 
for some hours but there was no progress and the 
woman was in a state of collapse. The pulse rate 
was 120 and the temperature 96.5° F. The abdomen 
was tender, the head of the foetus was impacted 
in the brim but not engaged, and the foetal heart 
was not heard. Forceps were applied easily, but 
as no advance of the head was obtained with a 
moderate pull, the child was delivered after perfora- 
tion and crushing of the head. On examination 
it was found that the child had been in the abdom- 
inal cavity. The placenta was manually removed 
from the abdominal cavity. 

An exploratory laparotomy revealed a_ large 
T-shaped tear in the posterior vaginal wall, begin- 
ning at the cervicovaginal juncture and extending 
almost down to the vulva. The uterus was quickly 
removed and the bleeding vessels ligated. Drainage 
per vaginam was maintained for twenty-four hours. 
One and a half pints of intravenous saline were 
given. The operation was followed by incontinence 
of urine and feces for four days, and total incon- 
tinence of urine for ten days, but after that the 
patient made a good recovery. 

This woman had had five children previously. 
Four easy labors had occurred in spite of a well- 
marked general contraction of the pelvis; the fifth 
required forceps; the sixth ruptured the vagina 
almost completely and made laparotomy with 
hysterectomy necessary. 

In both of these cases the purpose of the hysterec- 
tomy was twofold: (1) the control of hamorrhage; 
(2) the removal of damaged and devitalized tissue 
as a prophylactic measure against puerperal sepsis. 

Cart B. Davis. 


PUERPERIUM AND ITS COMPLICATIONS 


King, E. L.: Non-Interference in the Treatment of 
Puerperal and Postabortal Infections. J. Am. 
M. Ass., 1920, xxv, 147. 


In the treatment employed by the author a 
special ward is set aside for all white patients 
suffering from puerperal infections and is employed 
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also for the medical treatment of all other complica- 
tions of-pregnancy and the puerperium. It is in 
reality a rest ward since no patient requiring a major 
operation is admitted to it. On admission, a careful, 
general, aseptic bimanual examination is made. 
At the same time a culture is taken from the uterine 
cavity with a Little’s tube if the cervix is sufficiently 
patulous, but if it is firmly closed, this step is 
eliminated as dilatation would of course entail a 
certain amount of traumatism. If retained placental 
tissue is presenting through the partially dilated 
cervix, it is gently removed with the finger or the 
ovum forceps. No other local manipulation in or out 
of the uterus is performed. The patient is put to bed, 
and if the infection is of recent origin and appears 
rather virulent, the head of the bed is elevated. The 
object of the Fowler position is to facilitate drainage 
and, if possible, to limit the infection to the pelvis. 

Hyperpyrexia is controlled by hydrotherapy. 
Mild fever requires no treatment. Fluids (chiefly 
water) are supplied plentifully— by mouth, if 
tolerated, by rectum, when indicated, and at times 
by hypodermocylsis or intraveneous saline infusion. 

The bowels are kept open by enemas. Saline 
laxatives are given only occasionally. In the infre- 
quent cases of nausea without peritoneal involve- 
ment small doses of calomel are sometimes adminis- 
tered. In cases of pelvic cellulitis or pelvic peritonitis 
a light ice bag is applied to the hypogastrium, and 
when the acute local symptoms have subsided the 
employment of copious douches of plain hot water 
twice daily is begun. Weeks may pass, however, 
before the patient is ready for this part of the 
treatment. 

Drugs are considered secondary to the general 
supportive measures. 
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Experience with various methods of treating 
septic abortion has convinced the author that the 
best results are obtained by letting the uterus alone 
until the temperature is normal and the uterine 
culture becomes negative. The only exceptions are: 
(1) cases in which placental tissue appears through 
the open cervix, and (2) cases of profuse bleeding 
due to the retained fragments. Many of these 
patients will need a curettage later on account of 
the menorrhagia due to endometrial changes con- 
sequent to this retention. 

Summing up the immediate results, there were 
33 severe cases of blood-stream infection with 8 
deaths (2 of these patients were moribund on 
admission) ; 23 cases of pelvic cellulitis, in 17 of which 
the exudate disappeared completely, in 4 of which 
drainage of abscesses developing late completed the 
cure, and in 2 of which injudicious operation resulted 
fatally; 4 cases of fulminant peritonitis with 4 
deaths; and 266 cases of abortion, complete or in- 
complete in all of which there was complete recovery 
(86 of these patients had slight fever for a few days). 
The patients the author has seen subsequently 
were in good health and had no pelvic symptoms. 
Some of them have since passed through normal 
pregnancies and labors. None of them has been 
admitted to the gynecological service for operation 
for tubal or ovarian infection, and few, if any, 
have returned to the other gynecological wards of 
the hospital. 

As about 50 per cent of the cases of salpingitis 
operated on are traceable to abortion followed by 
some form of active local treatment, the author 
regards the policy of non-interference as the best 
policy in the types of infection under discussion. 

EDWARD L, CoRNELL, 




















ADRENAL, KIDNEY, AND URETER 


Richey, D. G.: Leukoplakia of the Pelvis of the 
Kidney—A Study in Metaplasia. J. Lab. & Clin. 
Med., i920, v, 635. 


This paper is based upon the study of a case of 
leukoplakia of the right kidney pelvis. The patient, 
a man 43 years of age, had suffered for a period of 
twenty-two years with periodic paroxysms of pain 
following an injury to his back. The typical 
attacks of renal colic were associated with pus, 
blood, mucus, and albumin in the urine. Cultures 
yielded bacillus coli and bacillus acidi lactici. 

The lower two-thirds of the excised kidney 
appeared normal. The upper one-third presented 
numerous cavities with only a narrow rim of kidney 
substance remaining. These cavities communicated 
freely with the pelvis and were lined by a white, 
silvery, finely wrinkled membrane similar to the 
delicately corrugated skin of the infant’s scrotum. 
The surface of the membrane was firm and unbroken 
as it extended in fine processes upon the injected 
walls of the lesser cavities. The pelvis showed a 
similar metaplasia which continued downward 
along the ureter and resembled the streaks of 
leukoplakia seen at the lower end of the cesophagus. 
There was no evidence of calculus or caseation. 

Sections showed the lining to consist of a thick 
layer of stratified epithelium presenting a large 
amount of keratinization on the free surface. This 
was uneven in thickness, varying from ten to eight- 
een cells in depth. In the intermediate zone poly- 
hedral cells with definite intercellular bridges similar 
to the prickle cells of the epidermis were noted. 
No membrana propria could be demonstrated, the 
deepest layer of epithelium resting directly upon a 
bed of granulation tissue which it exhibited no 
tendency to invade. The supporting muscle bundles 
had been extensively fragmented. 

The pathologic diagnosis was chronic suppurative 
pyonephrosis and ureteritis; leukoplakia of the 
pelvis of the kidney and the ureter. 

The author states that we do not hesitate to 
explain leukoplakia of the renal pelvis and ureter 
upon the theory of metaplasia as a histogenic trans- 
formation induced by the alteration of environment 
wrought by a long-standing inflammatory process. 
This inflammatory process is believed to cause a 
change in the morphology of the cells from the nor- 
mal transitional to stratified squamous epithelium, 
even to the formation of a superficial layer of 
keratin, a quality, which as Wells points out, might 
be interpreted as an intrinsic chemical alteration 
in the cells due to abnormal stimuli. 

The author’s laboratory findings coincide with those 
reported by Braasch i.e., that with dilatation of the 
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chronically inflamed pelvis and ureter, limited pro- 
liferation and cornification of the mucosa is often 
seen. Until this process is sufficiently advanced so 
that it can be recognized in the gross as a definite 
whitish patch it is not leukoplakia but represents 
only a stage in the process. Although leukoplakia 
of the renal pelvis and ureter is not rare, it is less 
common than leukoplakia in the lower urinary 
passages. It is associated with chronic forms of 
irritation such as nephrolithiasis and inflammatory 
processes, either pyogenic or tuberculous. 

The clinical manifestations of leukoplakia are 
usually those of the underlying factor, but the 
passage of desquamated epithelial plaques has been 
known to give rise to typical attacks of renal colic. 
In a certain percentage of cases of long-standing 
pyelitis which are not amenable to appropriate treat- 
ment it is reasonable to suspect that cornification 
or leukoplakia of the pelvic mucosa has occurred. 

Harry A. FowLer. 


Hyman, A.: Renal Calculus with Negative X-Ray 
Findings. Boston M. & S. J., 1920, clxxxiii, 74. 
Hyman states that a negative radiogram is insuffi- 
cient evidence of the absence of a calculus in any 
part of the genito-urinary tract. The lower the stone 
the greater the chance of its being missed roent- 
genographically. Renal stones fail to show in from 
6 to 15 per cent of the cases; ureteral stone, in from 15 
to 30 per cent; and vesical stone, in 60 per cent. In 
5 of his own cases in which the X-ray examination 
was negative the stone was formed chiefly of 
ammonium urates. Three of these patients died 
following operation and the postmortem examina- 
tion revealed stones in both kidneys. The fourth 
passed a yellow stone five days after the examination. 
The fifth recovered after the removal of a stone. 
The causes of the failure of the X-ray examination 
are faulty technique, obesity, and the chemical 
composition of the stones, urates and uric acid being 
translucent to the X-ray. Freyer states that many 
stones which are not translucent will not throw a 
shadow when they are surrounded by inflamed 
kidney, condensed fat, pus, or layers of fibrin. 
The author summarizes his conclusions as follows: 
A negative X-ray examination means nothing. 
Latent kidney stones are frequent. In such stones 
the urates are the predominating constituent. The 
passage of a ureteral catheter into the pelvis does 
not prove the absence of a ureteral calculus. Wax- 
tipped bougies will often demonstrate the presence 
of a stone when other means fail. Conservation is 
the watchword in renal surgery. A nephrectomy 
should be done only as a last resort as the opposite 
kidney may be the seat of calcareous disease. 
BENJAMIN F, ROLLER. 
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Thompson, L.: Syphilis of the Kidney. J. Am. M. 
Ass., 1920, Ixxv, 17. 

The importance of syphilis of the kidney is often 
overlooked. The text-books on medicine pay scant 
attention to the subject. Renal syphilis was first 
recognized clinically by Rayer in 1840. The condi- 
tion consists of the following varieties: 

1. Early involvement: (1) transient albuminuria; 
(2) acute and subacute nephritis. 

2. Late involvement: (1) chronic interstitial and 
parenchymatous nephritis; (2) amyloid kidney; and 
(3) gummata. 

Transient albuminuria is due to the toxins of the 
spirochetes and represents the response of the tissues 
to toxic irritation. There are degenerative changes 
in the epithelium of the convoluted tubules and a 
small quantity of coagulated serous exudate in the 
glomeruli. 

Acute syphilitic nephritis may occur at any time 
after chancre but commonly develops about the 
fifth month. It is insidious in onset and character- 
ized by oedema, anasarca, ascites, asthenia, loss in 
weight, lumbar pains, nausea, and oliguria. A large 
quantity of albumin and numerous tube casts, 
leucocytes, epithelial cells, and lipoids are found in 
the urine. 

Chronic syphilitic nephritis both of the interstitial 
and the parenchymatous types occurs from three to 
ten years after infection. In both forms the blood 
pressure is high and the urine contains albumin and 
casts. The parenchymatous type is characterized by 
oedema, anemia, and high specific gravity of the 
urine. 

The syphilitic amyloid kidney is found late in renal 
syphilis. This condition is characterized by oliguria, 
a large quantity of albumin in the urine, anemia, 
oedema, and low blood pressure. 

Gummata of the kidney occur late, seldom before 
the fourth year, and are of slow and large growth. 
The urine is normal except for a trace of albumin. 
Symptoms resembling those caused by stone or 
malignant tumor may develop. 

The diagnosis of these conditions depends largely 
upon the history and other manifestations of 
syphilis, a positive Wassermann test, the presence of 
spirochetes in catheterized specimens, and particular- 
ly the favorable effect of specific treatment. It 
should always be borne in mind, however, that 
nephritis of other etiology may occur in the syphilitic 
patient. 

The prognosis of syphilitic conditions of the 
kidney is better than that of similar conditions 
which are not syphilitic as the former, with the 
exception of the amyloid syphilitic kidney, readily 
clear up following specific treatment. The amyloid 
syphilitic kidney is most resistant to specific treat- 
ment and usually fatal. 

The treatment of renal syphilis should be directed 
toward the syphilis and toward the kidney condition. 
In the transient albuminuria specifics and general 
treatment alone are indicated. In all nephritic con- 
ditions specifics must be administered with extreme 
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caution, the urine being examined for albumin and 
casts. 

In cases of acute nephritis rest in bed is necessary. 
The diet should be nourishing and consist largely of 
carbohydrates. Diuretics, such as digitalis and 
potassium citrate, and cathartics should be ad- 
ministered, and hot packs applied to promote 
diaphoresis. Mercury should be withheld until the 
urine is free or nearly free from albumin, while 
arsphenamine should be administered in doses not 
to exceed from 0.1 to 0.2 gm. given at weekly in- 
tervals. 

In cases of gummata large doses of potassium 
iodide, mercury, and arsphenamin are indicated. 

BENJAMIN F. ROLLER. 


Michaelsson, E.: The Results of Operative Treat- 
ment of Hypernephroma from 1896 to March, 
1915 (Resultat der operativen Behandlung des 
Hypernephroms 1896-Maerz, 1915). Hygiea, Stock- 
holm, 1920, Ixxxii, 220. 

Various opinions have been expressed regarding 
the nature of the hypernephroma or tumor of 
Grawitz and the value of operative treatment. The 
theory that the tumor is of renal origin seems to the 
author more reasonable than the theory of Grawitz 
ascribing it to the suprarenal. Kroenlein, Israel, 
and Berg consider the growth very malignant. Rov- 
sing’s findings, however, are more encouraging. 
In 58 cases of carcinoma of the kidney Rovsing 
found that 39.6 per cent remained cured for four 
years after nephrectomy. Paschen also reviewed a 
large number of cases treated surgically. In 54 
cases of his own 35.19 per cent of the patients 
remained well after three years, while in 268 cases 
he collected from the literature 17.17 per cent were 
reported as cured. Paschen has been criticised, 
however, as in his report he included cases operated 
upon less than three years before. According to 
Rovsing, recurrences and metastases take place even 
after six, eight, and ten years. Often the patients 
are so old at the time they are operated upon that 
they die subsequently of other diseases before the 
results of the operation for hypernephroma are 
definitely established. 

The histology of the tumor does not warrant 
definite conclusions regarding the prognosis. Aside 
from the character of the cellutar elements of the 
growth itself, the relation of the tumor to the sur- 
rounding tissues is important. 

The author’s statistics comprise 30 cases operated 
on between 1896 and 1915. Seven of these patients 
are alive fifteen, twelve and a half, nine and one- 
third, nine, seven and two-thirds, four and one- 
half, and four years after operation respectively. 
Four died as the result of the operation; 6, from 
recurrence or metastasis during the first three 
years, and 3, after three years. Of the latter, 1 died 
ten years, and 1, four and one-half years after the 
operation. In the remaining 10 cases death occurred 
from intercurrent diseases, 5 of the patients living 
only one and one-half years after the nephrectomy. 




















Evidently in some of these cases recurrence or metas- 
tasis would have developed. The operative results 
are therefore no worse than those of operations for 
other malignant growths. Early diagnosis, X-ray 
examinations, and operation for diagnostic purposes 
will improve them. Rovsing holds that nephrec- 
tomy is justified only when the capsule of the kidney 
is not affected. 

Of 20 tumors studied microscopically 8 appeared 
benign. Five of these patients are living and 2 died 
from other diseases. One had a recurrence ten 
years after the operation. Nine of the tumors 
proved to be malignant. Four of these patients 
died from recurrence and 2 died following the opera- 
tion. In 3 instances death was due to other causes. 
In the unclassified cases there were 3 deaths from 
recurrence, 1 following operation and 2 from other 
causes. Koritzinsky (Z). 


Penfield, W. G.: Contraction Waves in the Normal 
and Hydronephrotic Ureter: An Experimental 
Study. Am. J. M. Sc., 1920, clx, 36. 


In his experimental work Penfield aimed at in- 
complete ligation of the ureter for the following rea- 
sons: 

1. The resultant hydronephrosis developed more 
slowly but was greater in degree. 

2. The resultant condition more nearly resembled 
clinical hydronephrosis, which usually is due to a 
partial or recurring obstruction. 

3. Such ligation very seldom caused atrophy of 
the kidney which almost always follows complete 
ligation. 

Under strictly aseptic conditions a small ventral 
incision was made in a rabbit or dog, a rubber band 
of small caliber was fastened about one ureter just 
above the bladder to produce partial obstruction, 
and the abdomen was then closed. 

After periods varying from three weeks to five 
months the animals were again anesthetized, the 
abdomen was opened, the rectum was cut across at 
its lowest point, the intestines were reflected up- 
ward, and both ureters were exposed for their entire 
length. Following this exposure the specimen was 
placed under glass in a chamber maintained at a 
temperature of 38 degrees C. 

After observation in vivo both normal and hydro- 
nephrotic ureters were removed from the animal and 
placed in oxygenated Lock’s solution at 38 degrees 
C. Experiments were performed on the ureters 
during the succeeding twelve hours. The whole 
ureter was preserved intact. The contractions of a 
ring segment about 1 cm. long at either end of a 
ureter were recorded by means of loops of fine silk 
which were passed through the ureteral wall and out 
at the end of the ureter, and thus included a ring of 
circular muscle. These segments were connected 
with light, balanced writing levers which registered 
on a smoked drum. By this means records were ob- 
tained of the beginning and the end of a wave of 
peristalsis or retroperistalsis and the time required 
for the passage of the wave. 
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The conclusions arrived at as a result of these 
experiments are as follows: 

1. The ureter is a muscular tube which, when sub- 
jected to partial obstruction, always dilates, usually 
hypertrophies, and shows an increase in its peristal- 
tic rate. 

2. Contraction waves pass in either direction 
with equal facility, their speed depending on the 
location of the area in which the spontaneous con- 
traction is most rapid. This area is normally in 
the renal pelvis, but under abnormal conditions a 
more rapid pacemaker may be established elsewhere. 

3. The formation of a contraction ring which be- 
comes pacemaker for the ureter above and below it 
depends on three factors: the metabolic gradient, 
ureteral distention, and refractoriness during con- 
traction and the first part of relaxation. 

4. It is suggested that in the passage of a ureteral 
stone, trauma and inflammation increase the rate 
of metabolism in the ureteral wall about the stone, 
a constriction ring forms, and distention of the ure- 
ter and retroperistalsis follow. This would cause 
great distention of the renal pelvis and explain the 
peculiar rhythmic character of renal colic. 

Joun P. O’NEIL. 


BLADDER, URETHRA, AND PENIS 


Notkin, S. J.: The Bladder Epithelium in Man 
(Ueber das Harnblasenepithel des Menschen). 
Anat. Hefte, 1920, lviii, 423. 

In his discussion of the structure of the epithelium 
of the urinary bladder in man Notkin refers to the 
theory of Berndorf. According to Berndorf’s theory 
the epithelium consists of only two layers of cells. 
As a result of extensive investigations Notkin has 
come to the conclusion that while this is true in 
most cases, there are many exceptions to the rule. 
Various factors influence the number of layers. 
For example, in certain cases of dilatation of the 
bladder the number is found to be decreased, while 
in certain cases of proliferation it is increased. 

Dencks (Z). 


Kolischer, G.: What Should We Do with Bladder 
Tumors? Illinois M. J., 1920, xxxviii, 21. 


For benigi: tumors of the bladder the author ad- 
vocates either fulguration or galvanocauterization 
followed by the use of radio-active substances. He 
feels that the tendency of papillomata to recur rap- 
idly after excision by the knife contra-indicates 
excision. 

Fulguration is effective if the papilloma is truly 
benign, but as it is so difficult to determine whether 
it is benign the use of the galvanocautery followed 
by radium is safer if there is any reason to suspect 
malignancy. 

The author is convinced that the radical surgical 
excision of malignant bladder tumors has failed as 
the primary mortality is high, the convalescence is 
tedious and painful, and the procedure is followed 
by early recurrence. 
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Kolischer believes that the bladder should be 
opened for drainage and for the treatment of 
urosepsis, hemorrhage, or uncontrollable spasm. 
Through the widely opened bladder the growth may 
be treated by diathermy (electrocoagulation) which 
permits exact application and dosage. Such treat- 
ment seals off the lymphatics, stops hemorrhage 
and pain, and is the most efficient means of com- 
bating malignant growths. The author always 
supplements this treatment with radiotherapy. 

Henry L. SANFORD. 


Geraghty, J. T.: The Value of Radium in the 
Treatment of Bladder Tumors. Sowih. M. J., 
1920, Xlll, 511. 

Before 1910 the only method of treating bladder 
tumors was excision by operation. Recurrences 
were frequent, especially in cases of benign papilloma 
as transplantation occurred at the time of operation. 
In the records of the Hopkins Clinic up to 1910 
Geraghty was able to find only one cure after the 
removal of a papilloma by operation. Since the 
introduction of fulguration, however, only one case 
of papilloma has been treated by operation. 

Vesical tumors which respond most readily to 
fulguration are the benign papillomata. Those 
which do not respond to this treatment or are made 
worse by it are papillary carcinomata. In an inter- 
mediate group are tumors which clear up quickly 
after fulguration, and others which approach in their 
resistance the true papillary carcinoma. 

Geraghty classifies bladder tumors as follows: 

In the benign papilloma the connective tissue 
axis is covered by an epithelial structure identical 
with the bladder mucosa. In malignant papilloma 
the malignant changes are confined to the epithelium 
alone, there being no evidence of invasion of the con- 
nective-tissue framework. In a papiilary carcinoma 
the epithelium breaks through the basement mem- 
brane, invading the axis of the papilla, its main 
stalk, or the bladder wall itself. 

Geraghty has studied 170 cases of bladder tumor, 
79 of which were papillomata (benign or malignant) ; 
90, papillary carcinoma which infiltrated the bladder 
wall; and 1, a basal-cell carcinoma. 

All papillomata, benign or malignant, respond to 
vigorous radiation with radium. The more malig- 
nant the growth the greater the amount of radiation 
that is necessary. When extensive infiltration has 
taken place it is impossible to cause the complete 
disappearance of the tumor with radium. 

In treating the malignant type of papilloma 
Geraghty has observed that those which are resistant 
to fulguration are easily destroyed by fulguration 
after they have been radiated. 

As early papillary carcinomata are stimulated to 
growth by fulguration, radium alone is used except 
when there has been extensive infiltration of the 
bladder. Geraghty’s routine is to radiate all papil- 
lary tumors except those which are benign, in which 
fulguration effects a cure. Between 103 and 210 
mg. of radium element are used. The radium is 
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applied with a specially built cystoscope which is 
held in place by means of a mechanical arm attached 
to the table. The bladder should be moderately 
distended with water. Radiation is given for one 
hour, one to three times per week, depending upon 
the size of the tumor and the reaction. 

A differential diagnosis between benign and 
malignant papillomata is not of great clinical im- 
portance as the great majority of the malignant type 
respond to fulguration. The differential diagnosis 
between papillary carcinoma and papilloma, how- 
ever, is essential as fulguration fails in cases of 
papillary carcinoma. 

In the author’s experience it is frequently possible 
to distinguish papilloma from the papillary car- 
cinoma by means of the cystoscope, but a differ- 
entiation between a malignant and a non-malignant 
papilloma cannot be made from the cystoscopic 
findings alone unless the malignancy has advanced 
so that infiltration in the bladder wall has taken 
place. Necrosis is indicative of carcinoma. In 
advanced malignancy the tumor or the bulle 
around its margins usually indicate cancerous in- 
vasion of the bladder wall. Small tumor nodules 
seen beyond the main growth are indicative of 
cancer. 

Geraghty finds palpation of value in the diagnosis 
as the tumors involve the posterior bladder and when 
infiltration has taken place the induration can be 
felt. 

Excision of tissue is done only occasionally as 
other methods are usually sufficient. In many 
instances a bit of tissue may not indicate the malig- 
nant nature of the tumor, although cancer cells may 
be present in other parts of the growth. 

The presence of a severe intractible cystitis 
associated with a bladder tumor is strong evidence 
in favor of the presence of an infiltrating neoplasm. 

Geraghty draws the following conclusions: 

While benign and malignant papillomata and the 
early papillary carcinoma disappear under the 
influence of radium, the infiltrating types are very 
resistant to this agent. Therefore, when the infiltrat- 
ing character of the growth has been determined and 
the tumor is sufficiently localized so that it can be 
removed completely a radical resection is indicated. 
Following the removal of an infiltrating papillary 
carcinoma, cystoscopy should be done at an early 
date as recurrences, which are not infrequent, will 
often yield promptly to radium, notwithstanding the 
resistance of the primary tumor. It is of interest to 
note that the use of radium has not diminished 
the tendency of bladder tumors to recur, recurrences 
being observed in about 30 per cent of the cases 
treated. 

Radium has proved to be a valuable aid in the 
treatment of bladder tumors, and while the results 
obtained in the infiltrating types are far from satis- 
factory, an improved technique whereby more 
intensive radiation may be given safely, may offer 
a more encouraging outlook in the future. 

GiteerT J. THOMAS. 

















Timberlake, G.: A Simple and Efficient Means of 
Applying Radium to Bladder Neoplasms in 
the Male. J. Am. M. Ass., 1920, lxxv, 300. 


While working with Young’s cystoscopic rongeur 
the author found that this instrument may be used 
for the direct application of a radium capsule to 
intravesical growths. The capsule is held firmly 
in the jaws of the instrument by a pulley belt hook 
slipped over the thumb and finger posts. After 
it has been accurately placed the cystoscope is 
removed and the obturator introduced in order to 
prevent leakage. 

Regardless of the position of the tumor mass, it 
can be approached in this way with reasonable 
accuracy and the dose may be varied with each 
treatment according to the requirements. The 
discomfort to the patient is minimized as the time 
necessary for the application is lessened. 

Harry A. Fow er. 


Lydston, G. F.: Urethral Strictures of Large Caliber, 
a Much Neglected Field. Am. Med., 1920, n. s. 


XV, 312. 


The author calls attention to a class of cases in 
which there is a chronic urethral discharge due to 
stricture of large caliber. This type of stricture is 
often undiagnosed because it will admit sounds of 
comparatively large size with little resistance. When 
a bulbous bougie of smaller size is used, however, 
very distinct resistance is felt at the point of nar- 
rowing. 

Some cases of this sort are permanently cured by 
dilatation, but in the author’s opinion urethrotomy, 
either external or internal, according to the location 
of the stricture, is the only measure which can be 
expected to give lasting results when a fibrous ring 
is present. H. L. Sanrorp. 


GENITAL ORGANS 


Kinoshita, M.: The Lipoids of the Prostate (Dic 
Lipoide der Prostate). Zischr. f. Urol., 1920, xiv, 
145. 

The findings of different investigators regarding 
the lipoids in the normal prostate vary consider- 
ably. Kinoshita examined for fat 85 prostates 
taken at random, among them the prostate of an 
infant 19 days old and that of a man 84 years old. 

In the prostates of children a lipoid granule is 
to be found in almost every epithelial cell, while in 
those of boys at the age of puberty the individual 
glands are increased in size and number and the fat 
content of the epithelial cells varies. The prostate 
is fully developed at about the nineteenth year of 
age. After the twentieth year it contains a greater 
amount of fat. The maximum is reached at about 
the thirtieth year and then decreases. 

The distribution of fat follows fixed laws. At 
about the time of puberty the lipoids appear chiefly 
in the glands of the colliculus and the large efferent 
ducts. Later they become more widespread, the 
smaller lipoid substances being found in the per- 
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iphery of the prostate as well as in the central part. 
After the second half of the fifth decade of life the 
colliculum contains fewer lipoid substances, while 
the rest of the gland contains more. In the individ- 
ual cells they are found as a rule at the base, under- 
neath the nucleus. In some cases they fill the entire 
cell and the cells assume a shorter cubical shape on 
account of the large number of variously formed 
granules. 

Kinoshita believes that any inflammation which 
impairs the physiological function of the prostate 
causes a decrease in its fat content. The increase in 
the lipoids at puberty and the decrease in old age 
seem well established. The appearance of the fat 
follows about the same course as the development 
of the prostate itself. 

In the prostates of oxen, dogs, and smaller ani- 
mals the lipoid content differs materially from that 
in the human prostate. The lipoids in the human 
prostate which stain with Sudan III appear to be a 
physiological product. In this connection the 
question arises whether they are a secretion of nor- 
mal cells, assimilated products of cellular activity, 
or part of an internal secretion. Having weighed 
all the theories suggested, the author has come to 
the conclusion that the fat of the prostatic epithe- 
lium is not a secretory product but the assimilated 
substance of cellular activity which perhaps is com- 
bined with an internal secretion. This view is held 
also by Herxheimer. 

In addition to the findings mentioned, Kinoshita 
discovered also in the basal layer of the two-layered 
epithelium of the prostate single large vacuolated 
cells containing a substance which stains with 
Sudan III. These may be subepithelial connective 
tissue cells which, especially in the normal pros- 
tate of the reproductive male, have invaded the 
epithelium. In Kinoshita’s opinion they are of 
connective tissue origin and have phagocytic pow- 
er. Here and there, but mostly about the colliculus 
and the excretory ducts, refractive lipoids, larger 
than the other lipoid bodies, are also to be found. 
After the age of 40 these increase in size and num- 
ber and are most abundant in the aged, often 
appearing in the desquamated, degenerated, and 
fatty epithelium of the lumen. They are to be 
found also irregularly distributed in hypertrophied 
prostates. Heat causes the refraction to disappear, 
but on cooling it reappears. These refractive bodies 
are especially abundant in the prostates of dogs and 
are believed to be related in some manner to reduced, 
abnormal cellular function. 

The article contains a summary of the findings 
arranged in tabular form and a colored plate show- 
ing the microscopic picture. JANSSEN (Z). 


Bugbee, H. B.: Prostatectomy. Boston M. & S. J., 
1920, clxxxiii, 41, 80. 

Bugbee describes the history of the various methods 
employed to relieve obstruction due to so-called 
prostatic hypertrophy, both per urethram and by 
open operation. 
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The most important step is the diagnosis of the 
lesion and the relief of the urgent symptoms. 
The intravesical surface of the prostate as well as 
the wall of the bladder should be studied whenever it 
is possible to pass an instrument. In this regard the 
author differs from Braasch. who gives a limited 
number of indications for the examination. Bugbee 
claims we must be on guard against a tendency to 
place patients in certain classes with respect to 
treatment as such a classification means group 
handling, which does not take into consideration the 
requirements of the individual case. 

The first step in the treatment is the elimination of 
stone, tumor, and nerve lesions. When this has been 
done, the second step is operation if the patient’s 
condition is favorable. If operation is contra- 
indicated, measures for the relief of absorption and 
kidney insufficiency should be instituted so that a 
complete removal may be done at a later date. 

In very many cases congestion plays a very 
important part, and when this condition is relieved 
little if any true hypertrophy remains. It is in 
such cases especially that operation should not be 
performed unless indicated definitely. 

In a series of 147 of the author’s cases there were 3 
deaths. Incontinence resulted in 3 instances in 
which an operation by the perineal route was 
done, a perineal fistula persisted in 2,and nodules of 
the prostate were left about the vesical neck in 2 
others. In 1 case in which a one-stage suprapubic 
prostatectomy was done death resulted from 
hemorrhage which occurred during continuous 
irrigation, and in another, from renal insufficiency. 
In 1 of the cases treated by a two-stage operation 
death was due to uremia. 


The author has treated a large number of prostatic 


cases by palliative measures, and in early or border- 
line cases — cases of slight hypertrophy, carcinoma, 
and partial obstruction due to a small amount of 
tissue—he has used fulguration. While he does not 
advocate the same operation for all cases, he belicves 
that the suprapubic two-stage prostatectomy is the 
safest, is based on the best principles from the 
anatomical, physiological, and pathological stand- 
points, involves fewer complications, and gives the 
best functional results. 

In every case he uses at operation a Hagner bag 
or a Pilcher modification of it to prevent bleeding. 
The large drainage tube is removed twenty-four 
hours later. Traction on the bag is maintained up 
to twelve hours. It is then emptied and allowed to 
remain in position so that it will be available if 
bleeding takes place again. Following the operation 
the patient is placed upon fluids at once and salines 
are given by rectum at frequent intervals. The 
average time for closure of the wound is twelve 
days. The catheter is retained in the urethra for two 
days after the wound has stopped draining in order 
to insure a tight closure. Elevation of the scrotum 
throughout is important to prevent epididymitis. 

Bugbee would limit perineal prostatectomies to 
suppurative prostates not permitting preliminary 
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drainage, prostatic calculi, and those few cases of 
malignancy which warrant operation and in which 
the malignancy begins in the posterior lobe which 
cannot be reached from above. Louis Gross. 


Deavor, T. L.: The After-Care in Suprapubic 
Prostatectomy; Some New Features. Am. J. 
Surg., 1920, Xxxiv, 181. 

Deavor enumerates the various points in favor of 
both the suprapubic and the perineal prostatectomy, 
making these comparisons to bring out more fully 
the special features which should be recommended 
in the postoperative treatment. From the stand- 
point of mortality, prompt recovery, final results, 
and general satisfaction on the part of the patient 
the suprapubic operation is preferred. 

The author drains by gravity and always uses the 
largest catheter as he claims that the better the 
drainage through the urethra, the more quickly will 
the suprapubic wound close. He advises against the 
use of self-retaining catheters. A small meatus 
should be enlarged, and a stricture divided or 
divulsed to admit easily a 32 F. sound which will 
open the way for the larger catheter. Deavor drains 
through the urethra and the suprapubic wound, 
closing the bladder tightly by a purse-string suture. 
He employs the ‘‘drip apparatus” for continuous 
drainage and flushes the bladder at frequent 
intervals, using ice-cold boric acid solution when 
the patient’s condition will permit it to check 
postoperative oozing and for its soothing effect. If 
clots form he draws them out by suction through 
the catheter or the suprapubic tube. During the 
period of drainage he changes from soda to saline 
and then back again to the boric acid solution as 
these changes prevent the incrustation of urinary 
salts around the catheter. 

The upper tube is removed in from two to four 
days and a cut-off is applied to the catheter to be 
released by the patient himself every half hour for 
urination. The period of retention is then gradually 
lengthened and the suprapubic wound is strapped 
for more rapid closure. 

The author insists that as a rule patients are 
dismissed too early. In the majority of cases 
positive signs of improvement will be noted if the 
postoperative treatment is faithfully carried out, 
especially as regards the smaller details which are 
so often overlooked. Louis Gross. 


Stanley, L.L.: Experience in Testicle Transplan - 
tation. California State J. Med., 1920, xviii, 250. 


During the past two years 11 men have been 
operated upon at San Quentin prison for the im- 
plantation of human testes taken from recently 
executed convicts. In the past four months 21 
transplantations have been made with testicular 
material taken from young rams. 

Details as to the site of the implantation, the 
amount of transplant used, and the results obtained 
in each case are given. 
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That the implantation of testicular material had 
a stimulating and invigorating effect upon the 
recipient sexually as well as mentally and physically 
was evident in all instances. 

The implant did not live but became necrotic in a 
short time. In this process of necrosis, however, 
it seemed evident that certain unknown substances 
were released into the system. The glands of rams 
seemed to be as effective as human glands. 

The glands for implantation may be preserved for 
a week or longer by immersion in vaseline and 
freezing. 

In the operations reported the implant seemed 
less apt to slough out when placed in the abdomen 
than when placed in the scrotum. When it was 
implanted in the abdomen the patient was obliged 
to remain in bed only one day. 

The author claims that any means which in- 
creases the physical well-being as this process does 
tends to increase longevity. Cart R, STEINKE. 


MISCELLANEOUS 


Chute, A. L.: The Significance of Haeematuria; A 
Study of 100 Personal Cases. Boston M.&S. J., 
1920, clxxxii, 623. 

Most of the 100 cases upon which this article is 
based were consecutive. Cases of hematuria due to 
injury were not included. 

To determine the source and cause of the bleeding 
the use of instruments of precision is necessary in 
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all but the most simple cases, whether the hematuria 
is in the initial] or terminal stages, painless or painful, 
constant or intermittent. The greatest aid in this 
problem is the cystoscope. In a large proportion 
of cases of bleeding lesions of the kidney pyelography 
will be necessary to determine the cause. 

The author’s cases included the following condi- 
tions: infiltrating growths of the bladder, 32 cases; 
massive papillomata of the bladder, 11 cases; small 
papillomata of the bladder, 7 cases; hypernephro- 
mata, 8 cases; prostate, benign, 7 cases; prostate, 
malignant, 6 cases; nephritis, 7 cases; renal tuber- 
culosis, 5 cases; hydronephrosis, 3 cases; stone in 
kidney, 4 cases; stone in ureter, 3 cases; stone in 
prostate, 1 case; Banti’s disease, 3 cases; polycystic 
kidney, 1 case; diverticulum of the bladder, 1 case; 
and papillary cystitis, 1 case. 

In 64 per cent of these cases the hematuria was 
due to new growths. Such conditions require im- 
mediate care. The various treatments used by the 
author in cases of bladder tumors are discussed in 
detail. Cases of ureteral stone he treats conserva- 
tively unless the calculus is incarcerated. 

In conclusion Chute says: ‘‘ My opinion is that a 
study of a considerable number of cases of hema- 
turia compels us to conclude that the physician who 
told his patient that he might safely ignore his 
bleeding showed poor judgment medically; that 
although he was partially right, this was due to good 
luck rather than to sound medical judgment.” 

H. L. KRETSCHMER. 











EYE 


Hardy, W.F.: The Reactions of the Ocular Appara- 
tus to Syphilis. Am. J. Syphilis, 1920, iv, 438. 


Hardy classifies the syphilitic reactions of the eyes 
into the inflammatory and degenerative types. All 
of the latter apparently are intra- or extra-ocular 
nerve lesions. In the former there are acute 
and chronic manifestations which may affect 
single parts of the eye or the whole eye. The disease 
may begin before birth, when it involves principally 
the uveal tissues, or it may come on congenitally 
as late as puberty, when interstitial keratitis is often 
seen. 

The author gives statistics regarding chancres of 
the lid and bulb. Those of the lachrymal apparatus 
are infrequent but later manifestations causing 
‘“‘saddle nose” interfere with the drainage and 
predispose to dacryocystitis. 

Taking the tissues of the eye in order, Hardy 
mentions the most frequent findings in secondary 
and tertiary lesions, including the paralyses of the 
ocular nerves. As complications he mentions 
glaucoma, cataract, and retinal detachment. Pri- 
mary syphilitic atrophy of the eye does not occur. 
In the diagnosis the usual symptoms and signs 
such as Hutchinson’s teeth, rhagades, tophi, en- 
larged lymphatic glands, arthritis, and deafness 
must not be overlooked. Tuomas D. ALLEN. 


EAR 


Hays, H. M.: The Relation of Hypertension and 
Hypotension of the Membrana Tympani to 
Deafness and Tinnitus. N. York M.J., 1920, cxi, 
1067. 


Hays makes a plea for a closer study and classi- 
fication of cases of deafness and tinnitus so that the 
treatment may be more scientific. A case should 
be studied to determine whether the drum is in a 
state of hypertension or hypotension. The proper 
treatment for one type is detrimental to the other. 
The contributing factors underlying the condition 
must then be determined and treated intelligently. 
Such factors are diseased posterior tips of the inferior 
turbinates, diseased or buried teeth, and abnormal 
conditions of Rosenmuller’s fossa, the tubal orifice, 
and the tube proper. O. M. Rort. 


Pattee, J. J.: Misleading Conditions in Acute 
Suppurative Otitis Media. Colorado Med., 1920, 
xvii, 180. 


In discussing the conditions which sometimes 
complicate the diagnosis in acute suppurative otitis 
media the author calls attention especially to the 
fact that extensive caries and bone destruction may 
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be present without elevation of the temperature 
and without tenderness. If the streptococcus 
capsulatus is found, operation is indicated in spite 
of the absence of the clinical signs of fever, tender- 
ness, and pain. Occasionally otitis externa simu- 
lates mastoiditis so closely that only the functional 
tests and skiagram will clear up the diagnosis. 

Two types of postauricular swelling are mentioned. 
One of these, which occurs just behind the auricle 
in children, is generally recognized and operated 
upon, but the other, which occurs in adults more 
posteriorly in the region of the emissary vein, is 
more urgent. In the second type there is induration, 
but no fluctuation as in the first type. The con- 
dition occurs in chronic cases and frequently is a 
sign of extensive pathologic changes in the region 
of the sinus or brain. 

A copious discharge should not be regarded as 
favorable as in such cases the mastoid is involved. 
If the copious discharge continues beyond the third 
or fourth week, operation is the safest procedure. 

Orro M. Rorr. 


Young, G.: Preventive Mastoidotomy. Glasgow M. 
J., 1920, n. S. xii, 43. 


The author urges early operative interference in 
suppurative otitis media, both acute and chronic, 
because of the dangers of death, deafness, or chronic 
ill-health. Non-operative treatment should not be 
continued longer than one month. For the acute 
condition either the Schwartze operation or the mod- 
ified radical operation should be done. In chronic 
cases the conservative operation is indicated when the 
conversational voice can be heard with the affected 
ear at a distance of more than 3 ft.; the radical 
operation, when the conversational voice can be 
heard with the affected ear only at a distance of 
less than 3 ft.; and the modified operation, when 
both ears are diseased, unless hearing in the affected 
ear is negligible. 

Exceptions to these indications are cases of 
cholesteatoma, infection by the tubercle bacillus or 
Vincent’s spirillum, or recurring polypi. These 
should be treated by the radical operation. 

Otro M. Rorr. 


Muecke, F. F., and Hill, C. G.: Symptomless 
Influenzal (Streptococcal) Mastoiditis. Lancet, 
1920, CXcix, 241. 

Numerous complications from very acute influen- 
zal mastoiditis, such as lateral sinus thrombosis, 
perisinus abscess, and extradural abscess, are 
described as appearing without the usual signs or 
symptoms of mastoiditis. The characteristic 
features in these cases in the early stages are the 
same as those of the ordinary streptococcal ear, 




















namely, pain, fever, malaise, coryza, and general 
aches and pains. The upper part of the drum is red 
and bulging from the beginning. Perforation occurs 
early with a thin hemorrhagic discharge and com- 
plete relief of pain. The posterior meatal wall 
is red and swollen. The discharge becomes profuse 
the second or third day. After perforation, there 
is no pain, fever, or malaise, or even mastoid 
tenderness. Operation performed when the find- 
ings mentioned were noted always revealed soft red 
bone with cavities filled with pus. Hemolytic 
streptococci were found in all instances. 

The patients observed by the author were divided 
into three groups. In Class A were patients seen 
late in the course of the disease with complications 
found at operation. Class B included patients 
seen shortly after the onset of the condition and 
operated on before the onset of complications. 
Class C was made up of patients seen from the onset 
in whom complications were prevented. 

Emphasis is laid on the importance of the only 
sign constantly present; that is, the redness and 
swelling of the upper drum and posterosuperior 
meatal wall and continuance or increase of the aural 
discharge. If the patients in Class C had not been 
operated on at the onset they would have run the 
risk of following the same course as those in Class A. 

W. H. GREENFIELD. 


Chavanne, F.: Rupture of the Tympanum from 
Shell Explosions. Laryngoscope, 1920, xxx, 441. 


Rupture of the tympanum from shell explosions 
or detonations is frequently complicated by acute 
purulent otitis media. This condition is dependent 
upon the size of the rupture, unfavorable conditions 
of cold and humidity, the presence of concomitant 
nasopharyngeal infection, and external infection. 
The author reports 543 personal cases. 

Tympanic ruptures may be very extensive. In 
form they are usually more or less circular or 
linear. Linear ruptures occurred in more than one- 
half of the author’s cases (337). There were 11 
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instances of punctiform rupture and 7 of almost 
complete rupture. 

In 258 cases the rupture occurred below and in 
front, in a position corresponding to that of the figure 
seven on the face of a clock. In almost all of the 
cases linear rupture was vertical in direction or 
slightly oblique. It was horizontal in only 1 instance. 

Tympanic ruptures complicated by acute puru- 
lent otitis media often become cured without the 
development of any other complication. The author 
has seen only 11 cases complicated by mastoiditis. 

Thirty-five of the author’s acute purulent cases 
became chronic. SPENCER S. Howe. 


Atkinson, D. T.: Modern Technique of the Tym- 
panomastoidean Operation. Internat. J. Surg., 
1920, XXxill, 211. 

Atkinson describes the steps in the technique of 
the radical mastoid operation as follows: 

1. An incision is made through the skin and 
periosteum, extending from below upward. 

2. The edges of the wound are retracted and the 
periosteum is elevated. 

3. The antrum is opened with a chisel and curette 
and then entirely rimmed out with the curette and 
freed from all necrosed bone, cholesteatoma, gran- 
ulations, polypi, or debris. 

4. The mastoid cells are completely obliterated 
with the gouge, curette, and rongeur forceps. 

5. The covering of the aditus ad antrum is re- 
moved, preferably with the Kerrison forceps. 

6. The posterior wall of the meatus is lowered. 

7. The malleus and incus are removed and the 
tympanic cavity is freed from all inspissated pus, 
granulations, or necrosed bone by means of a curette. 

8. The wound is irrigated and cleansed. 

g. Flaps are made by Pause’s technique. 

10. Skin grafts may or may not be used. 

11. The wound is dressed with gauze strips which 
are allowed to remain in place for four or five days. 

The postauricular wound is not closed at the 
time of the primary operation. Otto M. Rott. 
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Klemptner, L.: An Original Method of Submucous 
Operation on the Septum. Ann. Otol., Rhinol. & 
Laryngol., 1920, Xxix, 447. 


After making the incision through the mucosa on 
the convex side and elevating it, the author makes an 
incision through the cartilage of the other nostril 
1% in. back of the first incision on the opposite side. 
As the mucosa of the opposite side has already been 
elevated, there is no danger of perforation during 
the incision of the cartilage. Orto M. Rott. 


Mullin, W. V.: Indifference of the Laryngologist 
toward Tuberculous Laryngitis and the Tuber- 
culosis Problem. J. Am. M. Ass., 1920, Ixxv, 30. 


The author draws the following conclusions: 

1. A more active interest in tuberculosis should 
be taken by laryngologists. 

2. There should be more thorough and uniform 
teaching of the subject. This instruction should be 
carried on in such a way that the student will have 
an opportunity to examine large numbers of incip- 
ient cases and to see them repeatedly so that he may 
familiarize himself with the laryngeal image ob- 
served in tuberculosis as compared with that 
seen in other allied conditions. 

3. A committee of laryngologists representing 
the various laryngological societies should be 
formed to meet with a committee from the National 
Association for the Study and Prevention of Tuber- 
culosis for the purpose of standardizing the liter- 
ature and instruction regarding the disease and to 
stimulate clinical investigations and _ pathologic 
research. Otro M. Rortr. 


Briggs, H. H.: Roentgenography and Transillumin- 
ation: Comparative Value in the Diagnosis of 
Diseases of the Frontal and Maxillary Sinuses; 
Author’s Method of Transillumination. J. Am. 
M. Ass., 1920, Ixxv, 208. 


The roentgenogram outlines the sinus better than 
transillumination and offers definite limits to guide 
the operator. It alone furnishes positive evidence 
of the absence of a frontal sinus, as the shadow seen 
in transillumination might indicate an infected sinus. 
On the other hand the rays making the plate must 
pass through the head and consequently the plate 
may contain misleading shadows caused by many 
parts within the cranium posterior to the sinuses. 
The translucency of a sinus is little interfered with 
by extraneous parts except by slight variations of 
thickness in the bony walls and overlying soft 
tissues. Transillumination requires less skill and 
may be quickly and inexpensively done by the 
clinician himself, while the roentgenogram correctly 
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made is the product of a rather highly specialized 
and therefore expensive technician and requires 
careful interpretation. 

The author prefers the nose-chin position in which 
the shadows from the lesser wings of the sphenoid 
and the petrous portions of the temporal bone 
fall on the plate outside the projection of the sinus 
to be roentgenographed. 

In transillumination of the maxillary antrum 
Briggs passes the light from above through the 
orbital plate and observes the light from the palatal 
and buccal surface. 

The advantages claimed for this method are: 
(1) the light passes through less extraneous tissue 
and through opposite instead of adjacent sides; 
(2) it takes less time; and (3) it is more cleanly. 

Otto M. Rorr. 


Mayer, E., Skillern, R. H., and Sonnenschein, R.: 
Anesthesia in Nose and Throat Work: Ab- 
stract of the Report of the Committee on the 
Advantages and Disadvantages of Various Local 
Anesthetics. J. Am. M. Ass., 1920, Ixxv, 315. 


The purposes of this study were as follows: 

1. To compare local anesthesia and its effects 
with general anesthesia. 

2. To check laboratory data by clinical data. 

3. To ascertain what clinical literature offers in 
support of the use of the several local anesthetics 
in different conditions and the use of concentrated 
solutions rather than dilute in any case. 

4. To determine what cases show idiosyncrasy, 
with a view to determining the causes. 

5. To ascertain the relative merits of cocaine and 
the synthetic products. 

6. To determine whether or not hemorrhage dur- 
ing or after operation is greater under local than 
under general anesthesia. 

7. To study the toxicity, noting especially in- 
juries to the mucous membrane. 

8. To note the effects of the previous administra- 
tion of morphine in reducing the danger of toxicity 
and in adding to the patient’s comfort. 

9. To compare the effects of local and general 
anesthesia and to make such recommendations as 
might be deemed advisable. 

The findings of the investigation are summarized 
as follows: 

1. There is a remarkable similarity in the clinical 
effects and animal experimentation. 

2. None of the synthetic products equals cocaine 
in its local effect when applied to the mucous mem- 
brane. 

3. The synthetic products may be freely injected 
in proper doses in unlimited quantities if the injec- 
tion is given slowly. 
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4. Fatalities occur immediately or not at all. 

5. The drug is eliminated in the liver. 

6. The greatest danger lies in giving the injec- 
tion too rapidly or entering a vein. 

7. In some cases a peculiar susceptibility which 
may be termed an idiosyncrasy is noted in the fact 
that the drug enters the circulation so rapidly that 
death occurs almost immediately. 

8. A further study of the toxicity of the local 
anesthetics will establish the causes of death. 

9. Local anesthesia is undoubtedly the choice of 
all American rhinologists for operations on the nose. 

10. It is the choice also of a very large proportion 
of American laryngologists for throat operations. 

rr. A small number of surgeons believe that 
tonsil operations in particular are best performed 
under general anesthesia. 

12. The dangers of hemorrhage during tonsil 
operations under local anzsthesia are no greater 
than those under general anesthesia. 

13. There is no greater danger from postoperative 
haemorrhage under local than under general anzs- 
thesia. 

14. The previous administration of morphine re- 
quires further investigation. 

The conclusions drawn from the investigations 
are that: 

1. Local anesthesia is the ideal method in 
operations for affections of the nose and throat. 

2. None of the dangers that have been men- 
tioned is any greater than those following general 
anasthesia. 

The authors make the following recommenda- 
tions: 

1. The formation of a permanent committee on 
toxicity following local anesthesia. 

2. Clinical investigation of new local anesthetics 
by clinicians of our own choosing as soon as the 
pharmacologist has made his investigation. 

3. The use of soluble tablets of cocaine to make 
fresh quantities of the solution as required, one 
tablet to be dissolved by the operator in hot ster- 
ile water. Each 240 minims of this solution should 
make a 0.5 per cent solution. The unnecessary 
deaths which are ascribed to the mistake of the 
druggist or the nurse would thus be avoided. 

Orro M. Rorrt. 


Gording, R.: Serious Complications in the Punc- 
ture of the Maxillary Antrum; Investigations, 
by Experiments on Animals, of the Reflexes 
Produced from the Mucous Membrane of the 
Antrum; Air Emboli after Antrum Puncture. 
Ann. Otol., Rhinol. & Laryngol., 1920, xxix, 293. 


Following a review of cases from the literature, his 
own practice, and the practice of his colleagues in 
which puncture of the maxillary antrum was associ- 
ated with serious complications, the author discusses 
the various factors responsible for such complications. 

Cocaine poisoning may be a predisposing cause 
but scarcely the decisive factor. Two other possible 
factors are a reflex of unknown nature from the 
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mucous membrane of the antrum or the production 
of an air embolus during the operation. Regarding 
these possibilities Gording reaches the following 
conclusions: 

1. While it cannot be denied that reflex irri- 
tation phenomena may occur in sensitive persons, 
such phenomena are rare. 

2. Air emboli may arise from the loosening of the 
membrane lining the antrum and the injection of 
air between the bony wall and the membrane. This, 
of course, is not true in all cases and in many no sat- 
isfactory explanation can be offered. 

The author sums up his observations as follows: 

1. Serious symptoms are rare but are fraught 
with the greatest danger to life. 

2. There are two factors which should be taken 
into consideration in puncture of the antrum: (1) 
the narrow stenosed ostium maxillare; and (2) the 
thick, firm antral wall. 

3. If the ostium maxillare, notwithstanding the 
usual cocainization, is stenosed so that the advance 
of the air through the ostium is impeded, the open- 
ing in the lower meatus, especially in the more acute 
sinusitis with tenderness of the mucous membrane, 
should be made sufficiently large for the air and water 
to pass through it without too greatly increasing 
the pressure in the antrum. 

4. If the wall of the lower meatus is thick and 
offers such resistance to the insertion of the trocar 
that the needle is able to penetrate the bony wall 
only very gradually, it would perhaps be safest to 
withdraw the needle and choose the way through 
the middle meatus. If for some reason it is never- 
theless considered desirable to use the trocar through 
the lower meatus, the utmost caution must be exer- 
cised, as under these conditions it is impossible to 
be certain that the mucous membrane has not been 
loosened. Jn such cases it might be better 
not to give an injection of air, but to endeavor to 
make the diagnosis by aspiration if a large opening 
is not made at once. Orro M. Rorrt. 


Skillern, R. H.: A New or Hitherto Undescribed 
Form of Maxillary Sinusitis. Ann. Otol., Rhinol. 
& Laryngol., 1920, Xxix, 437. 


In the case reported the chief complaint was of a 
postnasal discharge of liver-like clots of blood. 
There were no signs or symptoms of inflammation, 
and no pus was discovered. When the antrum was 
washed out an ounce or more of apparently pure un- 
clotted blood escaped but no pus. Bacteriological 
examination of the blood revealed large numbers of 
hemolytic streptococci. Following daily irriga- 
tion the discharge began to assume a purulent type, 
but reverted to the hemorrhagic type when treat- 
ment was discontinued. Otro M. Rott. 


Sullivan, J. J., Jr.: Conservative Operation of the 
Nasal Accessory Sinuses. Pennsylvania M. J., 
1920, xxiii, 581. 

A diagnosis of sinusitis should not be based merely 
upon the presence of pus in the nose nor should it 
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be assumed that sinusitis is not present if pus is not 
found. 

The following routine examination is advocated 
by the author: 

1. Examine the nose before and after the use of 
cocaine and epinephrin. 

2. Syringe the nose with normal salt solution, 
collecting the fluid in a black pus basin. 

3. Transilluminate the nose with the author’s 
frontal sinus and antrum light, beginning low on 
the rheostat and gradually increasing the light. 

4. Make a roentgen-ray picture and compare it 
with the transillumination markings of the sinus. 

5. Place the patient in Escat’s position. 

6. Puncture and irrigate the maxillary sinus and 
search for thickened membrane, etc. with a probe 
passed through the puncture opening. 

7. Cocainize and infract the middle concha with 
a blunt elevator or Killian’s long spatula to examine 
the ethmoid and frontal sinuses. Examine for 
thickened membrane with a probe. Probe the 
frontal sinus gently and wash it out if there is any 
suspicion of disease. 

8. If it is impossible to differentiate between 
disease of the posterior ethmoid cells and the 
sphenoid remove the obstructing septum or middle 
turbinate in order that probing may be done for 
the sphenoid sinus opening. 

9. Use suction on all sinuses. 

The author emphasizes especially the importance 
of infraction rather than removal of the middle 
concha, enlargement of normal openings, frequent 
washings, the use of the suction apparatus, and 
drainage with the least possible destruction of the 
anatomical structures of the nose. Spencer S. Howe. 


Anglade and Philip: Glioma of the Nasal Fossz 
(Le gliome des fosses nasales). Presse méd., Par., 
1920, XXVIl, 404. 

Although the nasal fossa are in the immediate 
vicinity of the central nervous system, they are 
seldom the seat of neoplasms of nerve origin. The 
authors report the case of an infant three days old 
who had a tumor in the upper part of the right 
nasal fossa. On the left side respiration was difficult 
because of deviation of the septum caused by the 
growth. At operation a tumor the size of a kidney 
bean was removed. A recurrence then developed 
but disappeared after applications of radium. 

The tumor was kidney shaped and its pedicle 
corresponded to the renal hilum. The convex side 
was covered by the nasal mucosa. Examination 
showed the growth to be a pure glioma but there 
was no trace of sarcomatous change. Marked 
vascularization was noted in the vicinity of the 
hilum and the neuroglia formation was remarkable. 

That the tumor was a true neoplasm rather than 
a cerebral hernia is indicated by the fact that a 
hernia of the brain in, a very young child is not 
capable of showing the histologic structure of a 
glioma as neuroglia is very rare if not entirely 
absent on the cortex of the brain of the new-born. 
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The authors have been able to find only 4 cases 
of glioma of the nose in the literature. Two of these 
were reported by American authors. Glioma of the 
nasal fossz, therefore, would seem to be a very rare 
tumor, but in the authors’ opinion it occurs more 
frequently than is generally supposed. 

WitiiaM A. BRENNAN 


Roy, D.: A Case of Sarcoma of the Nasopharynx 
with Some Interesting Features. Ann. Oiol.. 
Rhinol. & Laryngol., 1920, xxix, 366. 


The case of sarcoma reported was subjected to 
radium therapy. The size of the tumor was reduced 
two-thirds but death occurred from a general sar- 
comatous toxemia. This patient also presented a 
two-plus Wassermann reaction and had received 
anti-leutic treatment for some time. The author is 
of the opinion that in cases of this type radium 
therapy is past the experimental stage and that the 
results in the case reported would have been better 
if the growth had not penetrated into the vascular 
region of the ethmoid cells. 

The prognosis of sarcoma of the nasal cavities 
and nasopharynx is most unfavorable. The author 
has treated 8 cases, using every known method— 
operative treatment, electropuncture, Coley’s fluid, 
radium, ligation of the carotids, etc.—but death 
resulted in every instance. 

From a review of the literature on the different 
methods of treatment Roy finds that the best results 
have been obtained by the use of the X-ray and 
radium, especially radium. Otro M. Rott. 


THROAT 


Cullom, M. M.: The Technique of Tonsillectomy 
under Local Anesthesia. Laryngoscope, 1920, Xxx, 
419. 

Cullom discusses three considerations in the 
removal of the tonsils: (1) thoroughness, (2) pain- 
lessness, and (3) speed. 

Thoroughness is obtained by careful dissection. 
Pain is prevented by swabbing the throat. with 
an 8 per cent solution of cocaine and injecting 15 
ccm. of a 1% per cent solution of apothesin to which 
6 drops of adrenalin solution (1:1,000) have been 
added. The points of injection are usually six, one 
on each side of the base, one on the anterior and one 
on the posterior pillar, and two in the supratonsillar 
region. The operation should be delayed from 
seven to ten minutes after the injection. 

Speed may be obtained as follows: Each tonsil is 
seized with a tenaculum forceps devised by the 
author and the left tonsil is pulled toward the 
median line and freed from the pillars by means of a 
dissector. The right tonsil is removed with a snare. 
While this is being done the assistant places another 
snare over the left tonsil, and when the forceps and 
snare which were used on the right tonsil are handed 
to the assistant, the operator takes the other forceps 
and snare from him and removes the left tonsil. All 
bleeding is controlled before the patient leaves the 
chair or table. Otro M. Rott. 


















































Davies, B. C.: A New Tonsillectomy Technique. 
Ann. Otol., Rhinol. & Laryngol., 1920, xxix, 396. 


In performing 2 tonsillectomy the author uses a 
pair of Seiler’s turbinal scissors, the backs of the 
blades of which have been beveled to a semisharp 
condition so as to produce a more than dull dissec- 
tion without cutting. After the tonsil is drawn to the 
median line, the anterior pillar being thus put on the 
stretch over the tonsils, the scissors are introduced 
so that the points with the blades closed pass be- 
tween the pillar and the capsule at their juncture in 
the upper third. In this position the points are 
passed outward to the base of the tonsil, no force 
being necessary, and then opened about % in. From 
this position, the lower blade being fixed, the upper 
blade is made to travel over the top of the tonsil, 
describing an arc which extends down one-third of 
the posterior pillar. The scissors are then closed 
and held in position and the lower blade is moved 
downward while the upper blade is fixed. The opera- 
tion is completed with the use of the snare. 

Otto M. Rort. 


Thomson, S.: Intrinsic Cancer of the Larynx, 
Impaired Mobility of the Affected Cord in 
Diagnosis and Prognosis: Observations Based 
on 44 Cases Treated by Laryngofissure. 
Lancet, 1920, cxcix, 183. 


Interference with the movement of a vocal cord as 
a symptom in certain cases of cancer of the larynx 
was first noted by Lublinski and Semon at about the 
same date. Semon in his earlier observations sug- 
gested that impaired mobility was a usual symptom 
and occurred at an early period of epithelioma of a 
vocal cord. This statement led to the belief that a 
diagnosis of cancer was not justified if there was free 
movement of the cord and the microscopic examina- 
tion of the growth was negative. As a consequence 
the results in these cases were disastrous because an 
carly opportunity for operation was lost. After 
twenty-one years of further experience, however, 
Semon corrected his former misconception and 
formulated the rule: ‘If the vocal cord from which 
a suspected laryngeal growth springs shows at an 
carly period of the disease a defect of mobility other 
than that due to mechanical impaction of the 
growth in the glottis on phonation, this sign is almost 
pathognomonic for the malignant character of the 
tumor. If, however, this sign should yet be absent 
when the case comes under observation, such 
negative evidence does by no means exclude possible 
malignancy.” 
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Mechanical interference with the excursions of the 
affected cord due to projection of the growth into 
the glottis is not considered as impairing intrinsic 
mobility. Of the 44 cases analyzed the affected cord 
was quite mobile in 27. In the remaining 17 cases its 
movements were more or less impaired, the degree 
varying from mere sluggishness to complete fixation. 
In 3 of the latter cases the defect in movement de- 
veloped while the patients were under observation. 
In only 10 cases was it possible to remove a satis- 
factory portion of the growth for microscopic 
examination. It is noteworthy that the cord moved 
freely in no less than 8 of these 10 cases. This shows 
that impaired mobility is a valuable diagnostic aid 
as it is more apt to occur in cases in which a satis- 
factory piece of growth cannot be obtained for 
microscopic examination. When the growth is 
embedded or tends to penetrate the cord it is more 
apt to produce paresis than when it is projecting or 
semi-pedunculated. 

Of the 27 patients with mobile cord, 21 are alive 
and free from local recurrence. while of the 17 with 
impaired mobility only 7 are alive and free from 
local recurrence. It is evident that the prognosis is 
decidedly Jess favorable with regard to the ultimate 
result of a laryngofissure if the cord is paretic or 
fixed. 

In conclusion Thomson states that impaired 
mobility of a cord is not a necessary or frequent 
symptom of intrinsic cancer of the larynx and in 
fact is found in only a minority of the cases. Im- 
paired mobility is more apt to be met with in an 
early stage of cancer when the growth is embedded 
or growing into the cord than when it is a sessile or 
even a pedunculated tumor. It is also more usual 
when the growth is situated on the inner surface or 
subglottic area than on the upper surface of the cord. 
Otherwise fixation indicates an advanced case. 
When present, it is a very valuable symptom 
differentiating a malignant from a benign tumor. 
It is of little value and may even be misleading in 
differentiating a malignant growth from a tuberculous 
or syphilitic deposit. ‘‘ While in some cases it may be 
necessary to postpone a diagnosis in the absence of 
this symptom, yet, as it is desirable to avoid any 
delay, we may have to rely on inspection, the age, 
sex, history, and progress of the case, and exclusion 
of other possibilities. The help of microscopic 
examination of a removed portion is available only 
in a small number of cases (10 of 44). As regards 
prognosis it is an unfavorable symptom.” 

Frencu K. HANSEL. 
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Operative Surgery and Technique 


Analysis of a year’s surgical work, 1919, of FE. M. 
STANTON and C. W. Woovatt. Albany M. Ann., 1920, 
xli, 218. a: . 

An evaluation of minor surgery. M. W. Ware. Med. 
Rec., 1920, xcviii, 138. 

Some Surgical Notes. T. P. Dunuity. Med. J. Australia, 
1920, i, 455. 

Surgical knots. IVANISSEVICH and Print. Semana méd., 
1920, XXVii, 493. 

An effort to standardize surgical mensuration. k. T. 
Taytor. N. York M. J., 1920, cxii, 109. 

The long history of the short incision. 
Am. Med., 1920, n.s. xv, 380. 

The substitution of a cosmetic incision for the transverse 
incision in the cheek. E. Potya. Zentralbl. f. Chir., 1920, 
xl vii, 640. 

The angular incision in operations on the gall-bladder. 
H. Braun. Zentralbl. f. Chir., 1920, xlvii, 634. 

The removal of metallic foreign bodies by. surgical 
operations under direct X-ray control. C. F. BaAtLey. 
Lancet, 1920, Cxcix, 125. [345] 

An improvised winged drain. E. Douay. Presse méd., 
Par., 1920, xxviii, supp., 862. 

The question of drainage of the true pelvis in treating 
peritonitis. E. Serrz. Deutsche Ztschr. f. Chir., 1920, 
cliv, 132. 

A note on the value of blood transfusion before operation 
in severe secondary anemias. H. WILLIAMSON. Proc. 
Roy. Soc. Med., Lond., 1920, xiii, Sect. Obst. and Gynec., 
149. [345] 

Postoperative alveolar hemorrhage; hemophilia. Car- 
denal. Med. Ibera, 1920, xi, 60. 

The after-treatment of some surgical cases. D. POWER. 
Practitioner, 1920, cv, 1. [346} 

A case of pyloric ulcer perforating during the first week 
after gastro-enterostomy. E. I. Carr. Med. Press, 1920, 
N.S. CX, 70. 

Vomiting from a surgical viewpoint. A. W. Hammer. 
N. York M.J., 1920, cxii, 64. {346} 

A striking elevation of the temperature of the hand and 
forearm following the excision of a subclavian aneurism 
and ligations of the left subclavian and axillary arteries. 
W.S. Hatstep. Bull. Johns Hopkins Hosp., 1920, xxxi, 
219. 

Postoperative pulmonary complications. E. C. CUTLER 
and A. M. Hunt. Arch. Surg., 1920, i, 114. 

Fatal postoperative pulmonary thrombosis. A. J. 
OcusNER and C. C. ScHNEIDER. Ann. Surg., 1920, 1xxii, 


R. T. Morris. 


gl. 
Etiology of postoperative parotitis. W. SCHULZE. 
Zentralbl. f. Gynaek., 1920, xliv, 613. 


Hemorrhage following the operative treatment of 


internal hemorrhoids, with particular reference to severe 
secondary hemorrhage. W. B. GABRIEL. 
CXCiX, 121. 


Lancet, 1920, 
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Aseptic and Antiseptic Surgery 


Soaps in relation to their use for hand washing. J. F. 
Norton. J. Am. M.Ass., 1920, Ixxv, 302. {347] 


Anesthesia 


Some anesthetic relations. A. H. Minter. J. Am. J. 
Surg., 1920, xxxiv, Ans. Supp., 66. 

Anesthetics in a British hospital with the Serbian Army. 
G. P. Goop. Am. J. Surg., 1920, xxxiv, Anes. Supp., 84. 

Experiences with the Shipway anesthetic apparatus. 
G. Brown. Med. J. Australia, 1920, ii, 4. 

Accidents during anesthesia. R. M. Warers. Am. J. 
Surg., 1920, xxiv, Anws. Supp., 76. 

The effect of anzsthetics on inflammation; therapeutic 
experiment in erysipelas. E. WeHNER. Zentralbl. f. Chir., 
1920, xlvii, 569. {348} 

Experimental studies on the effects of anesthetics in 
shock. M. Catretit. Am. J. Surg., 1920, xxxiv, Anes. 
Supp., 89. [348] 

Discussion on anesthesia in operations on the thyroid 
gland. M. D. Berry and others. Proc. Roy. Soc. Med., 
Lond., 1920, xiii, Sect. Anes., 45. 

‘Advantages of local anesthesia in thyroid operations. 
J. R. Eastman. J. Am. M. Ass., 1920, Ixxv, 166. [349] 

Open ether without chill. L. J. Picron. Brit. M.J., 
1920, ii, 69. 

A modification of the open ether method. G. F. W. 
Sik. Am. J. Surg., 1920, xxxiv, Anas. Supp., 82. [349] 

A mixture of ethyl chloride, chloroform, and ether for 
general anzsthesia—an experience in war surgery. E. P. 
Quain. Am. J. Surg., 1920, xxxiv. Anes. Supp., 79. [349] 

Ether-oil colonic anesthesia. W. LarHrop. J. Am. M. 
Ass., 1920 Ixxv, 82. 

Anesthesia of the splanchnic nerve. NoELLE. Deutsche 
med. Wchnschr., 1920, xlvi, 737. 

Stovaine spinal anesthesia. W. G. Hepsurn. Am. J. 
Surg., 1920, xxxiv, Anes. Supp., 87. 

Novocaine: the preparation of the solutions. C. FE. 
Ketts. Dental Cosmos, 1920, Ixii, 814. 


Surgical Instruments and Apparatus 


Low-pressure breathing in practical surgery. A. Brun- 
NER. Deutsche Ztschr. f. Chir., 1920, clii, 107. [350] 

A ready-to-wear brace for strained muscles and ligaments. 
H. W. MarsHatv. Boston M.&S. J., 1920, elxxxiii, 98. [350] 

Foot-piece for the Thomas splint. C. W. Maxson. 
Surg., Gynec. & Obst., 1920, xxxi, 79. 

Description of a laryngo-stroboscope. E. W. SCRIPTURE. 
Proc. Roy. Soc. Med., Lond., 1920, xiii, Sect. Laryngol., 
127. 

(Esophageal radium applicator. C. W. HANrorD. Surg., 
Gynec. & Obst., 1920, xxxi, 84. 

A hemostatic forceps for postoperative tonsillectomy. 
F. Kincstey. Boston M. & S. J.,.1920, clxxxiii, 112. 

















SURGERY OF THE 


Head 
Cranial fractures from the modern viewpoint. E. AtrE- 
vott. Riforma med., 1920, xxxvi, 508. 


Studies regarding the relation between the spinal fluid 
and the medulla oblongata after gunshot injuries of the 
skull. F. Kron. Beitr. z. klin. Chir., 1920, cxix, 1. 

The repair of cranial defects by autogenous transplants. 
C. C. Coteman. Surg., Gynec. & Obst., 1920, xxxi, 40. 


[351] 
Tuberculosis of the cranial vault. C. LeENorMANT and 
R. Soupautt. Presse méd., Par., 1920, xxvii, 494. [351] 


A case of an old head injury with svmptomless cyst 
formation in the brain; later occurrence of choreiform 
movements diagnosed hysteria following psychic trauma. 
A. V. NEEL. Ugesk. f. Laeger, 1920, Ixxxii. 524. 

A review of eight years’ experience with brain tumors. 
E. Sacus. Arch. Surg., 1920, i, 74. [352] 

The diagnosis of brain abscess. L. CAssAmAjor. Laryn- 
goscope, 1920, Xxx, 436. [353] 

Observations regarding the treatment of brain abscess. 
W. SHarpre. Laryngoscope, 1920, xxx, 370. 

Hydrocephalus and atrophy of the suprarenal glands. 
G. F. Cosmetratos. Gréce méd., 1920, xxii, 17. 

Teleroentgenology of the sella turcica with observations 
on 100 normal cases. EK. H. Jewetr. Am. J. Roentgenol., 
1920, N.S. Vii, 352. 

Thrombosis of the lateral sinus without the presence of 
sepsis. H. L. BAum. Ann. Otol., Rhinol. & Laryngol., 
1920, XXiX, 440. 

Rebellious facial neuralgia treated by retrogasserian 
section of the trigeminal nerve; total peripheral paralysis 
of the facial nerve treated by anastomosis of the hypoglossal 
and facial nerves. PERRET. Schweiz. med. Wchnschr., 
1920, l, 485. 

The use of radium in carcinoma of the face, jaws, and 
oral cavity. E. Fiscuert. J. Missouri State M. Ass., 1920, 
XVii, 267. {353} 

A melanotic tumor of the lip treated with rad?un. 
D. W. Montcomery and G. D. Cutver. Arch. Dermat. & 
Syph., 1920, ii, 5. 

Central fibromata of the upper jaw. 
Beitr. z. klin. Chir., 1920, cxix, 651. 


W. MUELLER. 


SURGERY OF 


Chest Wall and Breast 


A case of gunshot injury of the chest. L. ScHOENBAUER. 
Wien. med. Wchnschr., 1920, Ixx, 1182. 

The diagnosis of encapsulated pleural effusions. H. 
Wesster. Med. Clin. N. Am., 1920, iv, 69. [3 8} 

Observations on empyema. A. P. C. ASHHURST. Ann. 
Surg., 1920, Ixxii, 12. [398] 

The etiology of chronic empyema. W. Martin. Ann. 
Surg., 1920, lxxii, 70. 

Empyema: a syllabus of operative treatment. H. Li- 
IENTHAL. Ann. Surg., 1920, lxxii, 87. [359] 

Observations on the treatment of chronic empyema. 
G. J. Hever. Ann. Surg., 1920, Ixxii, 80. 

Physical factors in the treatment of empyema. L. 
Moszkowicz. Med. Klin., 1920, xvi, 201. 366 
_Some principles involved in the treatment of empyema. 
E. A. Granam. Surg., Gynec. & Obst., 1920, xxxi, 60. 


BIBLIOGRAPHY OF CURRENT LITERATURE 





HEAD AND NECK 

Maxillofacial surgery of the war as applied to civil 
practice. R.H. Ivy. Dental Cosmos, 1920, Ixii, 825. [354] 

Plastic surgery of the face: its recent development and 
its relation to civilian practice. M. F. ArpuckLe. J. Am. 
M. Ass., 1920, lxxv, 102. 

Fractures of the bones of the face. C. F. BowEn. 
J. Roentgenol., 1920, n.s. vii, 350. 

Interdental ligation for jaw fractures. W. F. Murpy. 
U. S. Nav. M. Bull., 1920, xiv, 391. 

Bone grafting of the fractured mandible, with an 
account of 60 cases. G. Cuuss. Lancet, 1920, cxcix, 9. 

354] 

The use of the Marshall splint in the treatment of the 
superior maxilla. B.A. FetpMAN. Dental Cosmos, 1920, 
Ixii, 874. 


Am. 


Neck 


Goiter. A. A. MAtrHEws. Northwest Med., 1920, xix, 
183. 
A review of the goiter situation. M. J. SHAUGHNEsSY. 
Rhode Island M.J., 1920, iii, 121. 

The prevention of simple goiter in man. IV. D. MARINE 


and O. P. Kimpatt. Arch. Int. Med., 1920, xv, 661. [355] 
Toxic non-exophthalmic goiter. W. D. Haccarp. 
South. M.J., 1920, xiii, 506. [355] 


The diagnosis and management of intrathoracic goiers. 
F.H. Laney. J. Am. M. Ass., 1920, Ixxv, 163. 6 

Mistakes in roo thyroidectomies; with a description of a 
new method of thyroid cauterization in treating exoph- 
thalmic goiter. J. T. Mason. J. Am. M. Ass., 1920, Ixxv, 
160. 356} 

An emergency technique for thyroidectomy. W. Bart- 
LETT. J. Am. M. Ass., 1920, Ixxv, 169. [357] 

Surgical treatment of hyperthyroidism—relation exist- 
ing between the amount of gland removed and the perman- 
ency of relief. G. E. Bermmpy. Albany M. Ann., 1920, xli, 
199. 

Radium in toxic goiter—its treatment. W. H. B. Arx- 
Ins. Med. Press, 1920, n.s.cx, 25. 

Deep cavernous angioma of the neck. P. De Tommasi. 
Riforma med., 1920, xxxvi, 548. 

Supernumerary cervical ribs. S. LivierAto. 
med., 1920, XXXV1, 404. 


Riforma 


THE CHEST 


The treatment of pleurisy,pleural effusion,and empyema. 
A. BACHMEISTER. Ergebn. d. inn. Med. u. Kinderh., 1920, 
xviii, i. 

Operation for empyema in young adults. F. E. Bunts. 
Ann. Surg., 1920, Ixxii, 66. [360] 

Paget’s cancer. M. E. Stout. J. Oklahoma State M. 
Ass., 1920, xiii, 253. 

The treatment of recurrences and metastases from 
carcinoma of the breast by means of radium and roentgen 
rays. G. E. PFAHLER. Am. J. Roentgenol., 1920, n.s. vii, 
328. 

The influence of the X-ray after operation for carcinoma 
of the breast. H. Ticuy. Zentralbl. f. Chir., 1920, xlvii, 
479. (360) 

Trachea and Lungs 


Two cases of foreign bodies in the bronchi. C. J. Im- 
PERATORI. Laryngoscope, 1920, xxx, 386. 












422 


Report of selected cases of foreign bodies in the bronchi 
and cesophagus. J. L. Burcrss. Texas State J. M., 
1920, Xvi, 127. 

The diagnosis and localization of non-opaque foreign 
bodies in the bronchi. C. Jackson and W. H. Spencer. 
Am. J. Roentgenol., 1920, n.s. vii, 277. [360] 

Foreign body (tartar) i in the right lung, with abscess of 
the lung and pyopneumothorax. F. J. Trees. Canadian 
M. Ass. J., 1920, x, 672. 

A case of broncho-cesophageal fistula. W. MITCHELL. 
Arch. Radiol. & Electrotherap., 1920, xxv, 49. 

Hemoptysis as a symptom of hydatid cyst of the lungs. 
A. Navarro Brasco. Rev. Ibero-Am. de cien. méd., 
1920, xliii, gr. 


Heart and Vascular System 


Wounds of the heart with delayed symptoms, a special 
clinical form of heart wounds; secondary hemopericardium, 
P. Mocauor and H. Cosrantint. Rev. de chir., Par., 
1920, Iviii, 257. [361] 

A clinical report on primary neoplastic growths of the 
heart. O.WELTMANN. Wien. klin. Wchnschr., 1920, xxxiii, 
537. 

Surgery of the heart. Turrier. Presse méd., Par., 
1920, XXVili, 517. [361] 


SURGERY OF 


Abdominal Wall and Peritoneum 


The relation of hernia to military service. W. W. GRANT. 
Colorado Med., 1920, xvii, 190. 

Report of a case of traumatic hernia in Petit’s triangle. 
T. H. Hancock. South. M. J., 1920, xiii, 521. 

Infantile hernia, enormous hernia, and Gibbons’s hydro- 
cele. H.H. Russeti. Med. J. Australia, 1920, i, 505. [363] 

Operations for umbilical hernia in infants and children. 
H. Spitzy. Deutsche med. Wchnschr., 1920, xlvi, 774. 

A case of strangulated hernia with volvulus. B. HuGues. 
J. Roy. Army Med. Corps, Lond., 1920, xxxv, 78. 

The management of direct inguinal hernia. W. A. 
Downes. Arch. Surg., 1920, i, 53. [363] 

An operation for the radical cure of inguinal hernia. 
G. Wootsey. N. York M. J., 1920, cxii, 21. 

An operation for the radical cure of inguinal femoral 
hernia. G. L. CHeatie. Brit. M. J., 1920, ii, 68. 

A modified inguinal hernia technique. G. EArt. 
nesota Med., 1920, iii, 342. 

Abscess in a patent urachus in a child nine months old. 
R. E. Poweti. Canadian M. Ass. J., 1920, x, 675. 

A case of gelatinous peritonitis. INniGo. Rev. espafi. de 


Min- 


cirug., 1920, ii, 89. 
A case of primary epithelioma of the peritoneum. 
G. B. Farmacuipis. Riforma med., 1920, xxxvi, 489. 


Gastro-Intestinal Tract 


Diseases of the right upper quadrant. M.B. KuNnst_er. 


N. York M. J., 1920, cxii, 93. 


Diagnosis of gastric diseases. M. B. Kunsrer. 
N. York M. J., 1920, cxii, 18. 

Acute perforations of the stomach and duodenum. 
O. N. MELanpb. J.-Lancet, 1920, xl, 363. 

Foreign bodies in the gastro-intestinal tract. H. FELp- 
GREN. Med. Klin., 1920, xvi, 575. 

Peptic ulcer. J. S. DrAmMonp. N. York M. J., 1920, 


60, 88, 116. 





INTERNATIONAL ABSTRACT OF SURGERY 


THE 









Pharynx and sophagus 


The treatment of severe cicatricial strictures of the 

— J. Gutsez. Presse méd., Par., 1920, xxviii, 
[362] 

© Esophageal diverticula E.S. Jupp. Arch. Surg., 1920, 
i, 38. [362 
Ulcer of the cesophagus. S. Weiss. N. York M. J., 1920, 
cxii, 29. 

Carcinoma of the cesophagus and Raynaud’s disease. 
W. F. Hamitton. Canadian M. Ass. J., 1920, x, 270. 

General dilatation of the cesophagus. A. Huser. Arch. 
f. Verdauungskrankh., 1920, xxvi, 250. 


Miscellaneous 


The roentgen ray as an aid to the diagnosis of chest 
conditions. A. Z. RitzMAn. Pennsylvania M. J., 1920, 
xxiii, 579. 

Report on a case of malignant thymoma with necropsy. 
N.C. Foor. Am. J. Dis. Child., 1920, xx, 1. 

Mediastinal neoplasm. H. T. PRICE. J. ‘Oklahoma State 
M. Ass., 1920, xiii, 247. 

Dermoids of the anterior mediastinum with report of a 
case. R. SONNENSCHEIN. Ann. Otol., Rhinol. & Laryngol., 
1920, XXix, 47. 


ABDOMEN 
The etiology and pathology of chronic gastric and duo- 


denal ulcer. D. Hopkinson. Wisconsin M.J., 1920, xix, 71. 
The innervation of the stomach and its relation to the 


etiology and treatment of ulcer. E. Strertin. Deutsche 
Ztschr. f. Chir., 1920, clii, 358. (364| 


Glands of internal secretion and gastric and duodenal 
ulcer. T. Sitvestri. Policlin., Roma, 1920, xxvii, sez. 
prat., 668. 

Symptomatology and therapy of gastric and duodenal 
ulcers. E. ROSENTHAL. Berlin: S. Karger, 1920. 

The calloused ulcer of the posterior wall of the stomach. 
W. J. Mayo. Ann. Surg., 1920, Ixxii, 109. [364] 

Fatal hemorrhage from an indolent gastric ulcer. 
W. F. Hamitton. Canadian M. Ass. J., 1920, x, 666. 

Polycythemia in ulcer near the pylorus. H. I. Brine 
Ugesk. f. Leger, 1920, Ixxxii, 337. 

The results of operation in gastric and duodenal ulcers. 
G. Wootsry. N. York M. J., 1920, cxii, 84. [365| 

The surgical treatment of neoplastic pyloric stenoses. 
D. Giorpano. Riforma med., 1920, xxxvi, 501. 

Congenital hypertrophic pyloric stenosis; review of 175 
cases in which the Fredet-Rammstedt operation was per- 


formed. W. A. Downes. J. Am. M. Ass., 1920, Ixxv, 228. 
6} 

A new pylorus. G. G. GiLton. Practitioner, 1920, civ, 
423. (366) 


Gastrectomy; new operative technique. T. DEMARTEL. 


Presse méd., Par., 1920, xxviii, 433. [367] 
Primary sarcoma of the stomach. S$. Bascu. N. York 
M.J., 1920, cxii, 9. 
Unusual gastric polyp. H. E. Ruccies. Am. J. Roent- 


genol., 1920, n. s. vii, 352. 

Clinical lecture on fibroids, lipomata, dermoids, and 
polypi of the stomach and intestine. J. BLAND-SuTToN. 
Lancet, 1920, cxcix, 5. [368] 

Hamatemesis following gastro-enterostomy. W. ZWEIG. 
Med. Klin., 1920, xvi, 567. 

Fatal hemorrhage from duodenal ulcer. W. F. Hamit- 
TON. Canadian M. Ass. J., 1920, x, 665. 














BIBLIOGRAPHY OF CURRENT LITERATURE 


Duodenal ulcer due to chronic saturnism. R. Cassa- 
NELLO. Riforma med., 1920, xxxvi, 445. 
The surgical treatment of chronic duodenal ulcer. J. 
Houtsaum. Arch. f. klin, Chir., 1920, cxiii, 499. 
Ulcer of the jejunum following gastrojejunostomy. 
W.I. Terry. J. Am. M. Ass., 1920, xxv, 219. 8 
Subserous adenomyomatosis of the small bowel. Jos- 
SELIN DE JonG. Frankfurt. Ztschr. f. Path., 1920, iii, 400. 
[368] 


Fifteen cases of intestinal resection for gangrene due toa 
strangulated hernia. O. C1iGNozzt. Policlin., Roma, 1920, 
xxvii, sez. chir., 221. 

Extensive resection of the small intestine. 
Edinburgh M.J., 1920, n.s. xxv, 61. 

A case of cholecysto-enterostomy. E. 
Roma, 1920, xxvii, sez. prat., 700. 

The clinical and roentgenological aspect of stenosis of 
the small intestine. F. Friscu. Deutsche med. Wchnschr., 
1920, xlvi, 686. 

Intestinal obstruction following the 
operation for retroversion; report of a case. E. 
son. Surg., Gynec. & Obst., 1920, xxxi, go. 

Intestinal anastomosis for chronic toxemia. W. F. 
Hamitton. Canadian M. Ass. J., 1920, x, 669. 


W. Q. Woop. 


Casatt. Policlin., 


Webster-Baldy 
P. RICHARD- 


Ascariasis and appendicitis. E. G. HAKANsson. U. S. 
Nav. M. Bull., 1920, xiv, 394. 
Worms and appendicitis. CHAsser. Rev. méd. de la 


Suisse Rom., 1920, xl, 449. 

Intestinal parasites as a cause of appendicitis; report of a 
case. W. W. Cress. Med. Rec., 1920, xcviii, 143. 

Acute appendicitis. R. C. Orrmncer. J. Indiana State 
M. Ass., 1920, xiii, 235. 

Primary sarcoma of the appendix. 
J. Med. Soc. N. Jersey, 1920, xvii, 234. 

The treatment of appendicitis. STEIGER. 
Wehnschr., 1920, lvii, 563. 

Observations on a cecal fistula. H. BeurTENMUELLER. 
Muenchen. med. Wchnschr., 1920, Ixvii, 743. 

A case of abdominal contusion with intestinal rupture 
and peritonitis due to perforation in which a cure was 
obtained. J. ABouLARGE. Policlin., Roma, 1920, xxvii, 
sez. prat., 697. 

Intestinal occlusion in megacolon. F 
Roma, 1920, xxvii, sez. prat., 699. 

Failure of primary rotation of the intestine (left-sided 
colon) in relation to intestinal obstruction. E. R1ixrorp. 
Ann. Surg., 1920, Ixxii, 114. 

An unusual case of temporary incarceration of the trans- 
verse colon within bilateral hernial sacs. D. J. Royer. 
J. Indiana State M. Ass., 1920, xiii, 227. 

Surgery of cancer of the large intestine. A. D. BEVAN. 
J. Am. M. Ass., 1920, Ixxv, 283. [368] 

The early symptoms of cancer of the colon. S. PRINGLE. 
Practitioner, 1920, cv, 26. 

The diagnosis of perforation of Meckel’s diverticulum 
and observations concerning diverticulitis in general. 
I. D’Acostint. Riforma med., 1920, xxxvi, 565. [369] 

A case of diverticulitis with acute perforation. C. F. BALL. 
Med. Press, 1920, n.s. cx, 30. 

Flat epithelium in the rectum. E. 
f. klin. Chir., 1920, cxix, 368. 

Some plastic operations on the rectum. H. B. STONE. 


H. I. Goustern. 


Berl. klin. 


». Casati. Policlin., 


Ericnorr. Beitr. 


Surg., Gynec. & Obst., 1920, xxx, 608. (369) 
Primary sarcoma of the rectum. C.LApEyrE. Rev. de 
chir., Par., 1920, lviii, 223. 
Cancer of the rectum. G. W. Crite. J. Am. M. Ass., 


1920, Ixxv, 286. [369) 

Preparatory treatment of patient for cancer of the 
rectum. C. J. Drueck. Med. Summary, 1920, xiii, 
101. 


423 


The operative treatment of prolapse of the rectum. 
A. J. PALMEN. Acta chirurg. Scand., 1920, lii, 617. 


Liver, Gall-Bladder, Pancreas, and Spleen 


“cholaskos” and 


Extensive rupture of the liver with 
H. FLorr- 


cicatricial stenosis of the ductus choledochus. 
CKEN. Beitr. z. klin. Chir., 1920, cxix, 191. 

Operative injury of the common and hepatic bile ducts. 
D. N. E1seNDRATH. Surg., Gynec. & Obst., 1920, xxxi, 1. 

Some observations on gall-bladder disease. J. W. 
MARTINDALE. J. Med. Soc. N. Jersey, 1920, xvii, 226. 

Choledochitis, cholecystitis, and “~~ ones B. B. V. 
Lyon. N. York M. J., 1920, cxii, 23, 5 

The diagnosis and treatment of gall- Tladder affections. 
M. Ernuorn. N. York M. J., 1920, cxii, 1. 370 

An improved technique for the removal of the gall- 
bladder, based on an anatomical study. M. Brurenp. 
J. Am. M. Ass., 1920, Ixxv, 222. 

Cysts of the pancreas. J. J. Gimpripe. J. Am. M. Ass., 
1920, Ixxv, 149. 

Carcinoma of the pancreas. 
1920, clx, 1. 

The cure of pancreatic fistula by the roentgen ray. 
R. M. Cutter. J. Am. M. Ass., 1920, Ixxv, 20. 

Gaucher’s disease: report of a case. S. W. SAPPINGTON. 
J. Am. M. Ass., 1920, Ixxv, 105. 

Two cases of splenectomy for splenic anemia: a clinical 
lecture, Jan. 21, 1920, to third-year students, telling an 
old story; a report on the pathologic changes i in splenic 
anemia (written in 1900, but not published). H. CusHinc 
and W. G. MacCatium. Arch. Surg., 1920, i, 1. 

A study of the blood after splenectomy: with special 
reference to the leucocytes. M. W. HA. Am. J. M. Sc., 
1920, clx, 72. [370] 


K. Speep. Am. J. M. Sc., 


Miscellaneous 


The acute abdomen. S. McGutre. Internat. J. Surg., 
1920, XXXili, 209. 

Reducing mortality and morbidity in abdominal con- 
ditions. R. O. Burcer. Am. J. Surg., 1920, xxxiv, 
189. 

Technical progress in the X-ray examination of the 
abdominal organs by means of the pneumoperitoneum. 
R. DecKER, JR. Muenchen. med. Wchnschr., 1920, Ixvii, 
664. (370} 

Pneumoperitoneal roentgen-ray diagnosis. A. STEIN 
and W.H. Stewart. J. Am. M. Ass., 1920, Ixxv,7. [371] 

The reaction of the alimentary tract and extra-abdominal 
viscera in syphilis. R. W. Mitts. Am. J. Syphilis, 1920, 
iv, 453. 

Some typical recoveries in Iowa from chronic convulsive 
toxemia (epilepsy) following the surgical correction of the 
abdominal viscera. C. A. L. REED. J. Iowa State M. Soc., 
1920, X, 204. [371] 

The treatment of visceroptosis. R. J. WILKINSON. 
West Virginia M. J., 1920, xv, 17. 

Congenital defects in the mesentery causing intestinal 


obstruction. J. Hon_paum. Beitr. z. klin. Chir., 1920, 

cxix, 408. [372 
Mesenteric thrombosis. G. G. Ross. Ann. Surg., 1920, 

Ixxii, 121. | 


Fibroma of the mesentery. A. JAcospy. N. York M. J., 
1920, Cxii, 66. 

The function of the great omentum, an experimental 
study; also a contribution to the theory of the fate of 
fine granular substances in the peritoneal cavity. E. 
Seirert. Beitr. z. klin. Chir., 1920, cxix, 249. 

Tumors of the great omentum. A. L. 
Minnesota Med., 1920, iii, 331. 


McDona.p. 








424 


Cancer of the omentum. J. N 
XCVili, 103. 

A contribution to the surgery of gangrenous diaphrag- 
matic hernia. Hartunc. Arch. f. klin. Chir. » 1920, Cxiii, 
977- 


¥. Stupy. Med. Rec., 1920, 





INTERNATIONAL ABSTRACT OF SURGERY 


Diaphragmatic hernia. A. D. Bevan. Arch. Surg., 


1920, 1, 23. 

Foetal abdominal sarcoma obstructing labor. T. D. 
Mauer and A. S. Musante. J. Am. M. Ass., 1920, Ixxv, 
177. 


SURGERY OF THE EXTREMITIES 


Diseases of the Bones, Joints, Muscles, Tendons, 
Etc. 


The reactions of the bones and joints in syphilis. A. E. 
Horwitz. Am. J. Syphilis, 1920, iv, 426. 

A case of extensive gangrene from an injection of a 
serum with glucose and adrenalin. B. GumLerA. Rev. espaii. 
de med. y cirug., 1920, ii, 796. 

A contribution regarding the less frequent forms of 
acute infectious osteomyelitis of the long bones. W. Hav- 
MANN. Beitr. z. klin. Chir., 1920, cxix, 453. 

Osteomalacia: is it a rare or rather common disease? 
W. H. Dierrensacn. Med. Rec., 1920, xcvii, 995. [373] 

A contribution to the etiology of osteochondritis de- 
formans, with remarks on the articles of Sundt and Walden- 
stroem. G. Pertues. Zentralbl. f. Chir., 1920, xlvii, 542. 

Acute rheumatic periostitis. A. Birrorr. Deutsche 
med. Wchnschr., 1920, xlvi, 599. 

War wounds of the major joints. 
Med., 1920, iii, 337. 

The second great type of chronic arthritis: a laboratory 
and clinical study. L. W. Ety. Arch. Surg., 1920, i, oa 


A. A. LAw. Minnesota 
[374] 


Symmetrical hemorrhage and gangrene of the palm of 
the hands due to anaphylactic reaction. A. Pozzo. Poli- 
clin., Roma, 1920, xxvii, sez. prat., 585. 

Congenital ( hereditary) absence of the middle joint of 
the little finger. T. C. Bonney. Am. J. Roentgenol., 
1920, N.S. Vii, 336. 

Osteochondral trophopathy of the hip joint; Legg’s 
disease; report of 4 cases. W. E. Retey. Am. J. Roentgen- 
ol., 1920, n.s. Vii, 347. 

The so-called ‘typical injury of the lower extremity of 
the femur. R. ScHWeizER. Schweiz. med. Wchnschr., 
1920, I, 402. 

The prevention and treatment of weak foot in children. 
P. W. Roserts. J. Am. M. Ass., 1920, Ixxv, 237. [375] 

Hallux valgus. H. J. Lycxtama A NJEHOLT. Nederl. 
Tijdschr. v. Geneesk., 1920, Ixiv, 1711. 

A case of double congen ‘tal talipes varus. W. E. TANNER. 
J. Roy. Army Med. Corps, Lond., 1920, xxxv, 76. 

The etiology of bunions. J. J. MonauAN. Med. Times, 
1920, xlviii, 149. 


Fractures and Dislocations 


The treatment of gunshot fracture in Base Hospital 
22 while on duty in France, June, 1918, to January, 1919. 
P. Rocers. Wisconsin M. J., 1920, xix, 55. 

The management of ununited fractures. H.G. WETHERILL 
and C. Powe. Colorado Med., 1920, xvii, 173. 

Observations on compound fractures, including a study 
of 118 cases treated by bone graft. L. J. Owen. Mil. 
Surgeon, 1920, xlvii, 40. 

The treatment of compound fractures; clinical lecture. 
E. G. SLESINGER. Guy’s Hosp. Gaz., Lond., 1920, xxxiv, 


33- 
The functional treatment of fracture of the clavicle. 
S. WwERGE. Zentralbl. f. Chir., 1920, xlvii, 562. 


The treatment of clavicular fractures by means of 
extension. S. Lorser. Langensalza: Wendt and Klauwell, 
1920. 

Dislocation of the humerus by muscular action. F. W. 
M. Parmer. Brit. M. J., 1920, li, 126. 

Two cases of supracondylar fracture of the humerus 
in children complicated by compression on the brachial 
artery. W. Forssett. Hygiea, Stockholm, 1920, Ixxxii, 
300. 

Fractures of the ribs. E. Hertzka. Wien. med. Wchn- 
schr., 1920, vii, 336. [375] 

Traumatic dislocation of both hips. F. G. Hopcson. 
South. M. J., 1920, xiii, 516. 

The treatment of severe multiple fractures of both limbs. 
C. Perret. Rev. méd. de la Suisse Rom., 1920, xl, 415. 

On posterior subluxation of the knee joint. E. Cyr1ax. 
Med. Press, 1920, n.s. cx, 63. 

Impacted fracture of the neck of the femur; patient 
walking from time of accident. H. LirrentTHar. Surg., 
Gynec. & Obst., 1920, xxxi, 50. 

Fractures between the ankle and the middle of the tibia. 
W. H. Ammarett. Pennsylvania M.J., 1920, xxiii, 602. 


Surgery of the Bones, Joints, Muscles, Tendons, 
Etc. 


Accident surgery and secondary wound healing. H. 
Ratu. Nederl. Tijdschr. v. Geneesk., 1920, lxiv, 1707. 

The autogenous bone graft. L. T. Raw es. J. Indiana 
State M. Ass., 1920, xiii, 238. 

The treatment of old bone fistule. O. Henricn. Med. 
Klin., 1920, xvi, 649. 

The treatment of bone and joint tuberculosis with light. 
E. Kiscu. Ztschr. f. aertzl. Fortbild., 1920, xvii, 309. 

The healing processes in the conservative treatment of 
cystic osteomyelitis. F. Lorscu. Deutsche med. Wchnschr., 
1920, xlvi, 620. 

The status of the treatment of gas gangrene. J. J. 
Guinea. Med. Ibera, 1920, xi, 53. 

Two cases of osteoplastic amputation resection according 
to the Wladimiroff-Mikulicz method. IF. Mommsen. 
Berl. klin. Wchnschr., 1920, Ixii, 565. 

The end-results of resections of the wrist. P. Drsros- 
sos. Presse mid., Par., 1920, xxviii, 893. [375] 

Amputation of the middle and ring fingers. A. P. 
SHERWOOD. Practitioner, 1920, CV, 71. 

The plastic repair of the thumb. H. Mever. Beitr. z. 
klin. Chir., 1920, cxix, 386. {376} 

The open operation for congenital dislocation of the hip. 
H. P. J. Gattoway. J. Orthop. Surg., 1920, n.s. Hs 396i 

$76 

Amputation of the leg. O. BoRcHGREviINcC. Ann. Surg., 
1920, Ixxii, 697. 377 

Amputation of the thigh. J. Becker. Zentralbl. f. 
Chir., 1920, xlvii, 643. 

War amputations of the lower limb. A. V. MEEHAN. 
Med. J. Australia, 1920, i, 571. [377] 

A new method of approaching the crossed ligaments and 
semilunar menisci. A. BRANDAO-FitHo. Brazil. — 
1920, XXXiV, 247. [378. 




















The present-day treatment of club-foot. W. S. VER- 
RALL. Canadian M. Ass. J., 1920, x, 605. 

The end-results of hallux-valgus operations: a report 
of 96 cases at the Orthopedic Clinic of Massachusetts 
General Hospital since 1905. H. W. Spiers. J. Am. M. 
Ass., 1920, Ixxv, 306. [378] 

The surgical treatment of bunions. C. H. Mayo. Min- 
nesota Med., 1920, iii, 326. [378] 

The pathology and treatment of ink-pencil injuries. 
S. Erpuetm. Arch. f. klin. Chir., 1920, cxili, 772. 


Orthopedics in General 


The treatment of muscular atrophy by artificial stimu- 
lation. G. Cooper. J. Roy. Army Med. Corps, Lond., 
1920, XXXV, 37. [37 


SURGERY OF THE SPINAL COLUMN 


A contribution to the pathology of the sympathetic 
nervous system; a case of a lesion of the spinal sympathetic 
and a case of injury to the ganglion of the sympathetic. 
O. Fiscuer. Ztschr. f. d. ges Neurol. u. Psychiat., 1920, 
Ixv, 343. [380] 

Sacralization of the fifth lumbar vertebra and its com- 
plications. G. Nov6-JosseERAND and A. RENbu. Presse 
méd., Par., 1920, xxviii, 514. [381] 

The variations in the anatomical structure of the lumbar 
spine. J. E. Gotpruwair. J. Orthop. Surg., 1920, n.s. 
ii, 416. 


SURGERY OF THE 


Formication test in peripheral nerve injuries—its inter- 
pretation. C. L. Tranter. California State J. M., 
1920, xviii, 248. [382] 

Functional disturbances in traumatically injured ex- 
tremities—a contribution to the question of local traumatic 
neurosis. F. KEHRER. Deutsche Ztschr. f. Nervenh., 
1920, Ixv, 242. 


BIBLIOGRAPHY OF CURRENT LITERATURE 


9 Bull., 





425 


The treatment of rachitis with the ultraviolet rays; 
report of 24 cases. K. Hutpscarnsky. Ztschr. f. orthop. 
Chir., 1920, xxxix, 426. 

Infantile hemiplegia; a functional and therapeutic 
study. C. Ducrogquet. Presse mid., Par., 1920, xxviii, 
504. [379] 

Kinesitherapeutic treatment of lordosis. P. DEsFossEs. 
Presse m‘d., Par., 1920, xxviii, supp., 956. 

Lesions of the sacro-iliac joint. J. E. 
Med. Herald, 1920, xxxix, 175. 

Static defects of the lower extremities. A. A. MARSTEL- 
LER. U.S. Nav. M. Bull., 1920, xiv, 365. 

The measurement and treatment of pes cavus. 
LIN. Schweiz. med. Wchnschr., 1920, |, 81. 

Flat-foot in the navy. C. F. Parnrer. U.S. Nav. M 
1920, XiV, 359. 


M. Tuomson. 


H. Isr- 


AND CORD 


Recent studies of scoliosis. A. M. Forses. Canadian 
M. Ass. J., 1920, x, 609. 

A case of juvenile spondylosis rhizomelica. K. Scunyp- 
ER. Schweiz. med. Wchnschr., 1920, 1, 306. 

Spondylitis and abdomina! pain, with a discussion of 
nerve-root symptoms simulating visceral disease. D. 
VANDERHOOF. J. Am. M. Ass., 1920, Ixxiv, 1689. [381] 

Two cases of dorsal appendages of amniotic origin. 
A. Larront. Gynéc. et obst., 1920, i, 266. 

Injuries of the spinal cord. A. Newron. Med. J. Aus- 
tralia, 1920, ii, 30. 


NERVOUS SYSTEM 


The technique of nerve suture. 
Lancet, 1920, xl, 361. 

Immediate suture of the ulnar nerve and delayed su- 
ture of the elbow joint. H. E. RAwLeNnceE. J. Roy. Army 
Med. Corps, Lond., 1920, xxxv, 74. 

Amputation neuromata. G. C. Huser and D. Lewis. 
Arch. Surg., 1920, i, 85. [383] 


J. F. Cornett. J.- 


Principles of peripheral nerve surgery. D. Lewis. Traumatic paresis of the intercostal nerves. R. Grurtz- 
J. Am. M. Ass., 1920, Ixxv, 73. [382] wer. Neurol. Zentralbl., 1920, xxxix, 11. 
MISCELLANEOUS 


Clinical Entities—General Physiological 
Conditions 


Surgery and embryology. J. E. Taompson. Surg., Gy- 
nec. & Obst., 1920, xxxi, 18. [383] 

Some surgical complications of dysentery. P. J. M. 
Love. Practitioner, 1920, cv, 11. 

The significance of mixed infection in surgical tuber- 
culosis. M. JerusALem. Wien. klin. Wchnschr., 1920, 
XXxxiii, 471. 

Experiences with the Deyche-Much partial antigen 
in the treatment of surgical tuberculosis. A. Lapwic. 
Beitr. z. klin. Chir., 1920, cxix, 638. 

The results of Friedmann’s treatment in 80 cases of 
surgical tuberculosis. BRAUN. Deutsche med. Wchnschr., 
1920, xlvi, 596. [383] 

Human alveolar echinococcosis and bovine multilocular 
echinococcosis. F. Deve. An. Fac. de med. Univ. de 
Montevideo, 1920, v, 129. [383] 








What will be the treatment of surgical tuberculosis in 
the future? H. FLoercken. Med. Klin., 1920, xvi, 603. 

Surgical intervention in hypochondriasis. C. MILoNE. 
Riforma med., 1920, xxxvi, 562. [384] 

The recognition of hyperthyroidism. M. F. Morris. 
Am. Med., 1920, n.s. xv, 387. 

The blood findings in Repentheenidien and struma. 
G. BLAnk. Deutsche Arch. f. klin. Med., 1920, cxxxii, 34j 

(384 

Surgical shock. S. C. PLrummer. Minnesota Med., 
1920, iii, 345. 

The treatment of hemorrhage and shock by intravenous 
solutions of whole or citrated blood and gum salt solution. 
E. A. Lynwoop. Illinois M.J., 1920, xxxviii, 22. 

Intravenous injections in the treatment of hzmor- 
rhage and shock. A. H. ACourt. Med. J. Australia, 
1920, ii, 25, 49. 

Arterial hypotension of traumatic origin and its treat- 
ment. E. Quénu. Rev. de chir., Par., 1920, lviii, 304. 








426 INTERNATIONAL 


The question of hermaphrodism in man and animals. 
A. LacassaGNE. Gynéc. et obst., 1920, i, 273. 

A case of human bilateral hermaphrodism. BRIAU, 
LACASSAGNE, and LaGoutte. Gynéc. et obst., 1920, i, 155. 

The treatment of glandular diseases in childhood. 
FE. Perper. Ztschr. f. aertzl. Fortbild., 1920, ii. 

Three cases of renal dwarfism associated with curious 
bony changes. D. H. PATerson. Proc. Roy. Soc. Med., 
Lond., 1920, xiii, Sect. Dis. Child., 107. 

A clinical contribution to lymphosarcomatosis. C. 
ZotF. Policlin., Roma, 1920, xxvii, sez. prat., 615. 

Lymphangio-endothelioma, inflammatory and _ sub- 
cutaneous. A. GUTIERREZ. Semana méd., 1920, xxvii, 
53- 

The truth about cancer and the precancerous state 
scientifically proved by the biodynamochromatic system 
of diagnosis and treatment. O. W. Jostrn. Med. Sum- 
mary, 1920, xlii, 104. 

Some reflections upon the diagnosis of cancer. 
EIseNDRATH. J. Oklahoma M. Ass., 1920, xiii, 251. 

Inoperable cancers. W. E. Letcuton. J. Missouri 
State M. Ass., 1920, xvii, 273. 

The progress of carcinoma therapy. 
Schweiz. Rundschau. f. Med., 1920, xx, 310. 

The modern treatment of malign nancies. L. 
J. Missouri State M. Ass., 1920, xvii, 271. 

Multiple benign cystic epithelioma associated with 
xeroderma pigmentosum. S. M. WitHers and W. G 
Coteman. Arch. Dermat. & Syph., 1920, ii, 27. 


D. N. 


T. CHRISTEN. 


A. Marty. 


A case of adenoma sebaceum. W. K. Srpiey. Proc. 

Roy. Soc. Med., Lond., 1920, xiii, Sect. Dermat., 99. 
Blood 

Functional blood pressure. R. F. Ives. Am. J. M. Sc. 
1920, clx, 61. [385] 

Chemical changes in the blood in disease. IV. Blood 
sugar. V.C. Myers. J. Lab. & Clin. Med., -. V, 640. 

Blood transfusion. W. H. FuRNEss and W. E. Lee. 
Pennsylvania M.J., 1920, xxiii, 577. [385] 


Blood transfusion, autotransfusion and autoinfusion. 
P. HApjrretros. Samm. klin. Vortr., 1920, Nos. 800-802, 
187. 

The comparative values of, and indications for, intra- 
venous injections of blood plasma, and gum-serum. 
BARTHELEMY. Rev. de chir., Par., 1920, lviii, 271. 


The testing of donors for blood transfusion. C. W. 
WaAppELL. West Virginia M. J., 1920, xv, 6. 
Blood and Lymph Vessels 

Prospects of vascular surgery. E. Atevort. Riforma 


med., 1920, Xxxvi, 589. 

The treatment of the important vascular trunks of the 
neck, the axilla, and the supracardiac mediastinum. 
H. Costantinti. J. de chir., 1920, xvi, 150. [386] 

Injuries to blood vessels and their influence on 
the peripheral circulation. B. K. Prustx. Casopsis lék. 
€esk., 1920, lix, 269, 345. [386] 

Frozen sections from a case of protruding aneurism of 
the arch of the aorta. G. W. Norris and G. Fetrerotr. 
Arch. Int. Med., 1920, xxvi, 114. 


General Bacterial Infections 


A noteworthy case of gas gangrene. Med. Klin., 
Xvi, 652. 

Infection with the organisms of Vincent’s angina follow- 
ing man-bite. P. H. Hennessy and W. FLetcuer. Lancet, 
1920, Ixxv, 127. 


1920, 


ABSTRACT OF SURGERY 


Surgical Diagnosis, Pathology, and Therapeutics 


Anatomical description of a  dorsoclavi-epitroclear 
muscle. GARCIA DE Castro. Prog. de la clin., Madrid, 
1920, viii, 217. 

Attempts to resuscitate persons overcome by narcotics 
by means of drug injections into the heart. E. Heypiorr. 
Monatschr. f. Geburtsh. u. Gynaek., 1920, li, 318. 

Three cases of surgical tuberculosis treated with a solu- 
tion of hydrochloric acid and pepsin. Krane. Berl. klin. 
Wehnschr., 1920, lvii, 547. 

Life cycles of the bacteria and their possible relation 
to pathology. R. R. Metron. Am. J. M. Sc., 1920, clix, 

74. [387] 

The actual cautery in the treatment of superficial can- 
cer. C. F. SHerwin. J. Missouri State M. Ass. 1920, 
xvii, 269. 

Abortive treatment of furuncleand anthrax. D. Pactert. 
Policlin., Roma, 1920, xxvii, sez. prat., 549. 


Experimental Surgery and Surgical Anatomy 


The future of medical practice from the point of view 
of medical research. G. Hopkins. Brit. M. J., 1920, 
ii, 40. 

Studies on calcium and magnesium metabolism in 
disease. II. Calcium and magnesium metabolism in 
multiple cartilaginous exostoses. F. P. UNbERHILL, 


J. A. Honey, and L. J. Bocerr. J. Exper. M., 1920, 
Xxxii, 65. [387] 

Discussion on the therapeutic use of oxygen. J. BAr- 
crorT, and others. Proc. Roy. Soc. Med., Lond., 1920, 
xiii, Sect. Therap. and Pharmacol., 59. [388] 

Anesthesia in experimental surgery. F. C. MAnn. 
Am. J. Surg., 1920, xxxiv, Anes. Supp., 73. [388] 


Anesthesia experiments on animals. W. I. Jones and 
C. McPeex. Am. J. Surg., 1920, xxxiv, Anes. Supp., 69. 
A study of anurias occurring in normal animals during 
the use of general anesthetics. W.D. MacNiper. J. 
Pharmacol. & Exper. Therap., 1920, xv, 249. [388] 
Successful experimental homotransplantation of the 
kidney and the ovary. C. DreperReR. Surg., Gynec. & 
Obst., 1920, xxxi, 45. [388] 
Homeotransplantation and autotransplantation of the 
spleen in rabbits. III. Further data on growth, perma- 
nence, effect of age, and partial or complete removal of the 
spleen. D. Marine and O. T. MANLeEy. J. Exper. M.., 
1920, XXXii, 113. 389 
Experimental syphilis in the rabbit. III. Local dis- 
involvement of the 


semination, local recurrence, and 
regional lymphatics. W. H. Brown and L. Pearce. J. 
Exper. M., 1920, xxxi, 749. [389] 


Roentgenology and Radium Therapy 


The physics of the roentgen ray. J. S. SHEARER. Arch. 
Dermat. & Syph., 1920, n.s. i, 664. [390] 
A comparative study of sodium iodide as an opaque 
medium in pyelography. D. F. CAmgeron. Arch. Surg., 
1920, i, 184. [391] 
The effective resistance of the human body to high- 
frequency currents. C. M. Dowse and _" E. IREDELL. 
Arch. Radiol. & E lectrotherap., 1920, xxv, 
The cause of X-ray burns. J. Semen ond W. D. Witn- 
ERBEE. Med. Rec., 1920, xcviii, 183. [392] 
The disappearance of struma and cure of cardiac in- 
sufficiency through X-ray treatment of the ovaries; a 
contribution to the far-reaching influence of the X-ray, 
especially on the endocrine glands. F. M. GRoebe -. 
Strahlentherapie, 1920, x, 1047. 














BIBLIOGRAPHY OF CURRENT LITERATURE 


Some of the essentials of dental radiography. R. A. 
ALBRAY. Dental Cosmos, 1920, Ixii, 805. [392] 

A few clinical observations on the use of radium in 
malignant disease. T. H. Ketiock. Arch. Radiol. & 
Electrotherap., 1920, xxv, 46. 
« The use of buried emanation in the treatment of malig- 
nant tumors. H. H. Janeway. Am. J. Roentgenol., 1920, 
n.s. Vii, 325. 

The treatment of angiomata with radium. W. S. 
Newcomer. Am. J. Roentgenol., 1920, n.s. vii, 337. [393] 


Military Surgery 


The surgical service of the Salonika Army. J. PATRICK. 
Glasgow M.J., 1920, n.s. xii, 21. 

The history of the U. S. Naval Hospital, Chelsea, Mass. 
N. J. BLackwoop. U.S. Nav. M. Bull., 1920, xiv, 311. 

Plans for reorganizing the medical department of the 
army. M. W.IreLtanp. Am. Med., 1920, n.s. xv, 361. 

The need of military instruction in medical colleges— 
outline of a course. G. M. Biecu. Am. J. Surg., 1920, 
XXXiv, 187. 

The teaching of army hygiene as an aid to military 
efficiency. S. H. Dauxes. J. Roy. Army Med. Corps, 
Lond., 1920, XXxV, I0. 

Instruction for the hospital corps. W. M. Kerr. U. S. 
Nav. M. Bull., 1920, xiv, 338. 

The duties and responsibilities of the civil surgeon when 
called to active service. G. E. Brewer. Ann. Surg., 
1920, Ixxii, 1. 

Reminiscences from Base Hospital No. 1, New York 
City. G. N. Brazeau. Wisconsin M. J., 1920, xix, 65. 

Notes on war injuries. T. J. SNopGRAss. Wisconsin 
M.J., 1920, xix, 62. 

Sudden deaths on active service. 
Lancet, 1920, Ixxv, 180. 

Sexual disturbances from war wounds. P. Dersocus. 
Riforma med., 1920, xxxvi, 583. 


T. H. G. SHore. 


Industrial Surgery 


Importance of reconstruction in civil accident surgery. 
J. B. Lowman. Pennsylvania M.J., 1920, xxiii, 594. 


427 


Hospitals; Medical Education and History 
The hospitals. E. W. Morris. Brit. M.J., 1920, ii, 42. 


Hospital standardization. C. E. Humiston. Illinois 
M.J., 1920, xxxviii, 1. 
The importance of hospital standardization. J. T. 


Burrus. Charlotte M. J., 1920, Ixxxi, 220. 
Sound deafening in hospitals. R. E. Scumipt. Surg., 
Gynec. & Obst., 1920, xxxi, 105. 


Legal Medicine 


Law for the doctor. L. Cutitps. Mod. Med., 1920, ii, 
528. 

Hospital records as evidence. Zieus vs. UniteD Rys. 
(Md.) 108 Atl. R, p. 884. [394] 

The construction of the statute making hospital records 
admissible in evidence. LEONARD vs. BostON ELEVATED 
Ry. Co. (Mass.) 125 N.E.R., p. 593. [394] 

The effect of receiving check “‘in full of account.” Bootu 
vs DouGan (Mo.) 217 S.W.R., p. 326. [394] 

Hospitals liable for negligence of employees. MULLINER 
vs. EVANGELISCHER DIAKONISSENVEREIN (Minn.) 175 
N.W.R., p. 599 [394] 

Physician’s right to sue employer for services performed 
at his request for employee not affected by Workman’s 
Compensation Act. Noer vs. G. W. Jones Lumper Co., 
Wisconsin Supreme Court, 175 N.W.R., p. 784. 

Evidence of causal connection between negligence and 
injury. ErcHots vs. Por, Missouri Supreme Court, 217 
S.W.R., p 282. [394] 

Competent medical witness and evidence of insanity. 
BEASLEY vs. Faust (Texas) 217 S.W.R., p. 179. [394] 

Recovery for services not supported by evidence. Hunrt- 
LEY vs. GEYER (N. D.) 175 N.W.R.. p. 619. [395] 

May testify to making examination but not as to result. 
LivincsTon vs. OMAHA & C. B. St. Ry. Co. (Neb.) 175 
N.W.R., p. 662. [395] 

Discoveries as to roentgenogram not ground for new 
trial. CALDWELL vs. HAskrns et al. (Ore.) 186 Pac. R., 
». 50. 

:, Cutting hole in bladder—skill and care required. Krin- 
ARD vs. WESTERMAN (Mo.) 216 S.W.R., p. 938. [395] 


GYNECOLOGY 


Uterus 


Chronic total inversion of the uterus. V. W. JENSEN. 
J. Am. M. Ass., 1920, Ixxv, 310. 

A case of sacculation of a gravid bicornate uterus. 
T. G. Stevens. Proc. Roy. Soc. Med., Lond., 1920, xiii, 
Sect. Obst. and Gynec., 154. [396] 

A case of vaginal septum and bicornate uterus. H. G. 
STEELE. J. Am. M. Ass., 1920, Ixxv, 309. 

Transverse position repeated in a malformed uterus. 
R. B. Moron. Rev. argent. de obst. y ginec., 1920, iv, 111. 

Operation in vicious positions of the uterus. E. Atevo xt. 
Riforma med., 1920, xxxvi, 410. 

The interpretation and clinical significance of uterine 
hemorrhage. E. Novak. Med. Rec., 1920, xciii, 43. 

The relation of hyperplasia of the endometrium to so- 
called functional uterine bleeding. E. Novak. J. Am. 
M. Ass., 1920, Ixxv, 292. [396] 

The diagnosis of early malignant disease. H. C. Cor. 
Med. Times, 1920, xlviii, 152. 

Fibromyomata—especial reference to radium treatment. 
E. S. Hicks. Canadian M. Ass. J., 1920, x, 652. 


Specimen of infected fibromyoma of the puerperal uterus 
associated with general peritonitis and removed by hysterec- 
tomy. E. HoLtanp. Proc. Roy. Soc. Med., Lond., 1920, 
xiii, Sect. Obst. & Gynec., 134. 

A report upon two specimens showing: (1) a fibromyoli- 
poma of the uterus, (2) extensive fatty degeneration of a 
uterine fibromyoma. H. WILLIAMSON and S. BRocKMAN. 
Proc. Roy. Soc. Med., Lond., 1920, xiii, Sect. Obst. & 
Gynec., 136. 

Carcinoma in the cervical stump after supravaginal 
hysterectomy and the radium treatment of carcinoma of 
the cervix. L. Frank. Am. J. Surg., 1920, xxxiv, 149. [396] 

Radium X-ray therapy of carcinoma uteri and uterine 
bleeding. F.S.BisseLL. Minnesota Med., 1920, iii, 273. 

The treatment of carcinoma of the uterus with radium 
in Stockholm. I. Hansen. Ugeskr. f. Lager, 1920, 
Ixxxii, 357. [396] 


Adnexal and Peri-Uterine Conditions 


Femoral hernia of the ovary. W. W. Grant. J. Am. M. 
Ass., 1920, Ixxv, 289. [397] 











428 





Blood cyst of the ovary with symptoms of ovarian 
pregnancy. J. C. Rossicnorr. Rev. argent. de obst. y 
ginec., 1920, iv, 54. 

The transmissibility of ovarian cysts, particularly 
dermoid cysts. H. Kottonskt. Ztschr. f. Krebsforsch., 
1920, xvii, 408. 

Krukenburg tumor. T. L. CuapmMan. Surg., Gynec. & 
Obst. 1920, xxxi, 58. 

Cystic embryoma of ovary. J. D. BARrts. Proc. Roy. 
Soc. Med., Lond., 1920, xiii, Sect. Obst. & Gynec., 131. 

The parovarium and its cystic degeneration. C. LANZA 
and M. Panrortntr. Rev. argent. de obst. y ginec., 1920, 


iv, 46. [397] 
Essential tubo-ovarian varicocele. A. CHALIER and 
C. Dunet. Gynéc. et obst., 1920, i, 239. [398] 


Cystadenomyoma of the fallopian tube. L. Borrparn- 
Wercuacir and A. G. Ettis. Surg., Gynec. & Obst., 
1920, XXXi, 77. {398} 

Heteroplastic bone formation in the fallopian tube. 
G. Asamt. Am. J. M. Sc., 1920, clx, 107. 

Embryoma of the ampullar portion of the fallopian 
tube. J. C. Anumapa. Rev. argent. de obst. y ginec., 
1920, iv, 36. 


External Genitalia 


The diagnosis of chronic bartholinitis. O. Fets. Muen- 
chen. med. Wehnschr., 1920, lxvii, 755. : 

Congenital absence of th: vagina and uterus; a con- 
sideration of the problem in the light of the more recent 
endocrine studies and surgical advances, with the report 


of a case successfully operated upon by the Baldwin 
method slightly modified. M. R. Roprnson. Surg., Gynec. 
& Obst., 1920, xxxi, 51. [399] 


Rudimentary vagina—a case report. P. MARSHALL. 


Am. Med., 1920, n. s. xv, 390. 


INTERNATIONAL ABSTRACT OF SURGERY 





A case of congenital fusion of the rectal and the 
vaginal openings. A. M. ARQUELLADA. Med. Ibera, 1920, 
“i, 117. 

Cervicovaginal fistule. K. GRAsMANN. Deutsche med. 
Wehnschr., 1920, xlvi, 713. 


Miscellaneous 
A suggestion concerning the training of the gynecologist. 
E. M. Hawks. Am. J. Surg., 1920, xxxiv, 192. 
Errors in gynecological diagnosis and practice. F.C. 
Hoven. J. Med. Soc. N. Jersey, 1920, xvii, 229. 
Hom eopathic aids to operative procedure in gynecology. 
S. C. RuNNELS. Homceop. Rec., 1920, xxv, 306. 
The artery of the uterine round ligament. J. F. BALDWIN. 
Surg., Gynec. & Obst., 1920, xxxi, 57. [399] 
The use of radium in gynecology. W. C. Gewrn. South. 
M.J., 1920, xiii, 517. 
Puberty and the climacterium; a study in endocrines. 
S. W. BANDLER. Med. Clin. M. Am., 1920, iv, 59. 
Kinesitherapy of juvenile amenorrhcea. P. Desrossrs. 
Presse méd., Par., 1920, xxviii, supp., 676. 
Metrorrhagia of appendicular origin. G. GIACOBINI. 
Semana méd., 1920, xxvii, 466. 
The relation of appendicitis to intrapelvic disease in 
women. F. C. HAmmonp. N. York M. J., 1920, cxi, oi 
[400 
Appendicitis and the female genital organs. R. Jotty. 
Deutsche med. Wchnschr., 1920, xlvi, 537. 
The reactions of syphilis in women. G. GELLHORN. 
Am. J. Syphilis, 1920, iv, 480. 
Caries of the symphysis and the os pubis. 
Arch. f. Gynaek., 1920, cxiii, 353. 
Plastic surgery of the perineum. DeRos. 
gencesk. Tijdschr., 1920, i, 169. 


S. SPEYER. 


Vlaamsche 
{400] 


OBSTETRICS 


Pregnancy and Its Complications 


Some phases of the circulatory disturbances of pregnancy 
with an illustrative case. W. W. Herrick. Med. Clin. 
N. Am., 1920, iv, 179. [401] 

Diet in pregnancy. C. E. Pappocx. Surg., Gynec. & 
Obst., 1920, xxxi, 71. [401] 

The toxzmias of pregnancy. E. S. WArtNGc. Charlotte 
M.J., 1920, Ixxxii, 21. 

Pernicious vomiting of pregnancy. H. M. Reap. Hahne- 
man. Month., 1920, lv, 426. 

Hyperthyroidism in pregnancy. H. E. Drent. Hahne- 
man. Month., 1920, lv, 409. 

Suppression of urine in pregnancy and the puerperium; 
its relation to necrosis of the renal cortex. R. JARDINE 
and A. M. Kennepy. Lancet, 1920, cxcix, 116. [402] 

Icterus in ectopic gestation; modes of jaundice. E. H. 
Norris. Surg., Gynec. & Obst., 1920, xxxi, 34. 

The effects of antityphoid vaccination on pregnant 
women. GUERIN-VALMALE and E. VAyssIERE. Gynec. 
et obst., 1920, i, 217. [402] 

The management of acute appendicitis developing in 
the latter weeks of pregnancy: report of case treated by 
cesarean section and appendectomy. N. P. Cocke and 
J. M. Mason. J. Am. M. Ass., 1920, Ixxv, 95. 

The classical cesarean section as treatment for certain 
forms of bronchopneumonia in pregnancy. J. ToRRE Y 
Bianco. Siglo méd., 1920, Ixvii, 204. 

The treatment of inevitable abortion. 


Rev. argent. de obst. y ginec., 1920, iv, 10. (403) 





A case of ruptured interstitial ectopic gestation. V. Z. 
Cope. Proc. Roy. Soc. Med., Lond., 1920, xiii, Sect. Obst. 
& Gynec., 156. 

A case of combined antepartum hemorrhage, placenta 
previa, and accidental hemorrhage. E. HOLLAND. Proc. 
Roy. Soc. Med., Lond., 1920, xiii, Sect. Obst. & Gynec., 
132. 


Labor and Its Complications 


The induction of labor by an unusual method. G. L 
BropHeap. J. Am. M. Ass., 1920, Ixxv, 176. 

The treatment of obstinate occipitoposterior positions. 
J.B. DeLee. J. Am. M. Ass., 1920, lxxv, 145. [404] 

The treatment of the second stage of labor with special 
reference to the prevention of injury to the child and to 
the pelvic floor. J. B. DeELEE. Minnesota Med., 1920, 
iii, 317. {404} 

Two causes of rupture of the vagina during labor. 
A. C. Patmer. Proc. Roy. Soc. Med., Lond., 1920, xiii, 
Sect. Obst. & Gynec., 151. [405] 

Incisions of the intravaginal portion of the uterine 
cervix in the course of labor. V. CaTHALA. Gynéc. et 
obst., 1920, i, 113. 


Puerperium and Its Complications 


Non-interference in the treatment of puerperal and 
postabortal infections. E. L. Kinc. J. Am. M. Ass., 1920, 
Ixxv, 147. [405] 

















BIBLIOGRAPHY OF CURRENT LITERATURE 429 


Treatment of mammary infections. J. A. GABAsToU. 
Rev. argent. de obst. y ginec., 1920, iv, 57. 

The care of the patient during the puerperal period. 
R. McPHerson. N. York M. J., 1920, cxi, 994. 


New-Born 


The care of the premature baby. E. L. Meyers. Penn- 
sylvania M. J., 1920, xxiii, 584. 

Cerebral ventrical hemorrhages at and soon after birth. 
J. W. BALLANTYNE. Edinburgh M. J., 1920, n.s. xxv, 63. 

The hemorrhagic tendency as a frequent cause of cranial 
hemorrhages of the new-born. J. A. Foote. Am. J. Dis. 
Child., 1920, xx, 18. 

The reactions of syphilis in the new-born and growing 
child. P. C. Jeans Am. J. Syphilis, 1920, iv, 473. 


Miscellaneous 


Obstetrics. J. S. Tempteton. Illinois M. J., 1920, 
XXXViii, 15. 

A table for manikin demonstrations. H. W. Antz. 
Surg., Gynec. & Obst., 1920, xxxi, 89. 

Imitation of the mechanical phenomena of parturition; 
a new obstetrical machine. J. A. Beruti. Surg., Gynec. 
& Obst., 1920, xxxi, 85. 

The modular angle of the normal pelvis or the problem 
of the geometrical pelvis. J. B. GoNzALEz. Rev. argent. 
de obst. y ginec., 1920, iv, I. 

A new method of radiopelvimetry. Lfévy-SoLaL. Gy- 
néc. et obst., 1920, i, 255. 

A high ammonia coefficient. BARRETT. Proc. Roy. Soc. 
Med., Lond., 1920, xiii, Sect. Obst. & Gynec., 142. 


GENITO-URINARY SURGERY 


Adrenal, Kidney, and Ureter 


Renal function as measured by the elimination of fluids, 
salt and nitrogen, and the specific gravity of the urine; 
the application of the method in ambulant patients. 
H. O. MosentuHar. Med. Clin. N. Am., 1920, iv, 209. 

Traumatic rupture of the kidney. F. H. Bowman. 
U.S. Nav. M. Bull., 1920, xiv, 397. 

Leukoplakia of the pelvis of the kidney—a study in 
metaplasia. D. G. Ricnry. J. Lab. & Clin. Med., 1920, 
Vv, 635. [407] 

Supernumerary vessels as the cause of hydronephrosis. 
FE. Lrex. Deutsche Ztschr. f. Chir., 1920, cliv, 277. 

Calculi of the kidney and ureter in children. M. SERes. 
Prog. de la clin., Madrid, 1920, viii, 189. 

Renal calculus with negative X-ray findings. A. HyMAN. 
Boston M. & S. J., 1920, clxxxiii, 74. [407] 

Renal calculus (specimen); bladder diverticulum (speci- 
men). N. P. RatHpun. Internat. J. Surg., 1920, xxxiii, 
221. 

Cystin nephrolithiasis: colon bacillemia. E. BEER. 
Internat. J. Surg., 1920, xxxiii, 219. 

Suprarenal sarcoma of the Robert Hutchinson type. 
F. P. Weper. Proc. Roy. Soc. Med., Lond., 1920, xiii, 
Sect. Dis. Child., 123. 

Squamous-cell carcinoma of the kidney: report of a case 
occurring in a horseshoe kidney complicated by a calculous 
pyonephrosis. A. Primrose. J. Am. M. Ass., 1920, Ixxv, 
re. 

Syphilis of the kidney. L. Toompson. J. Am. M. Ass., 
1920, Ixxv, 17. [408] 
_ Rupture of a septic kidney into the peritoneal cavity. 
S. MITTERSTILLER. Ztschr. f. Urol., 1920, xiv, 168. 

The results of operative treatment of hypernephroma 
from 1896 to March, 1915. E. Micnaéisson. Hygiea, 
Stockholm, 1920, lxxxii, 220. [468] 

The extraperitoneal abdominal incision for removal of 
- kidney. J. J. Srurzin. Zentralbl. f. Chir., 1920, xlvii, 
615. 

Contraction waves in the normal and hydronephrotic 
ureter: an experimental study. W. G. PENFIELD. Am. J. 
M. Sc., 1920, clx, 36. [469] 

Ureteropyelography and cystography. G. G. REINLE 
and E. S. Dupuy. California State J. Med., 1920, xviii, 
253. 

Double ureters. L. P. Carve. An. Fac. de med. Univ. 
de Montevideo, 1920, v, 100. 

The treatment of calculi impacted in the pelvic portion 
of the ureter. F. Kipp. Brit. M. J., 1920, ii, 160. 


Remarks on Westermark’s lecture ‘‘Concerning in- 
juries of the ureters in pelvic operations.””» W. Forsse Lt. 
Hygiea, Stockholm, 1920, Ixxxii, 209. 

Reply to Forssell’s remarks on my lecture “Concerning 
injuries to the ureters in pelvic operations.” F. WrsTER- 
MARK. Hygiea, Stockholm, 1920, Ixxxii, 217. 


Bladder, Urethra, and Penis 


Temperature and vesical tonus. J. RoskAm. J. d’urol. 
méd. et chir., 1920, ix, 161. 

The bladder epithelium in man. S. J. Norkin. Anat. 
Hefte, 1920, lviii, 423. {409} 

What should we do with bladder tumors? G. KoLiscHer. 
Illinois M.J., 1920, xxxviii, 21. 409 

The value of radium in the treatment of bladder tumors. 
J. T. Geracuty. South. M.J., 1920, xiii, 511. {410} 

A simple and efficient means of applying radium to 
bladder neoplasms in the male. G. TimBeRLAKe. J. Am. 
M. Ass., 1920, Ixxv, 309. [411] 

The treatment of papilloma of the urinary bladder by 
endovesical electrocoagulation. F. Suter. Schweiz. med. 
Wcehnschr., 1920, 1, 529. 

Specimen of douche nozzle removed from the female 
bladder. T. G. SteveNS. Proc. Roy. Soc. Med., Lond., 
1920, ciii, Sect. Obst. & Gynec., 129. 

Recurrent contracture of the neck of the bladder, 
generalized oedema, zero output of indigocarmine and 
phthalein, excision of the neck in 1915, recurrence of 
symptoms and re-excision in 1919. E. BEER. Internat. 
J. Surg., 1920, xxxiii, 218. 

Two cases illustrating unusual manifestations of syphilis. 
I. Gumma of the bladder. II. Urticarial syphilis. N. L. 
LinneMAN. Arch. Dermat. & Syph., 1920, li, 50. 

Prolapse of the female urethra. T. N. Heppurn. Surg., 
Gynec. & Obst., 1920, xxxi, 83. 

Report of a case of retention of urine due to prostatic 
enlargement and fibroid tumor within the bladder. F. F. 
RussELL. Wisconsin M. J., 1920, xix, 79. 

The treatment of urethral strictures by mobilization 
of the urethra and the shaft of the penis. E. O. Scumipr. 
Ztschr. f. Chir., 1920, clix, 271. 

Urethral strictures of large caliber, a much neglected 
field. G. F. Lypston. Am. Med., 1920, n.s. xv, 312. [411] 


Genital Organs 


The lipoids of the prostate. M. Krnosuita. Ztschr. f. 
Urol., 1920, xiv, 145. [411] 


NS KR Ok 
































AS ES a 








430 INTERNATIONAL 
Prostatic backache. A. Gorttres. Med. Rec., 1920, 


Xeviii, 144. 

Chronic urethritis and prostatitis dependent upon 
colon bacillus infection. C. E. Verprer. Mil. Surgeon, 
1920, xlvii, 109. 

Cases of gonorrhoeal prostatitis treated by intrapros- 


tatic injection. J. J. VALENTINE. Internat. J. Surg., 
1920, Xxxili, 226. 

Prostatectomy. H. G. Bucper. Boston M. & S. J., 
1920, c]xxxiii, 41,80. [411] 


The technique of suprapubic prostatectomy.  H. 

ScHAFDEL. Zentralbl. f. Chir., 1920, xlvii, 571. 
The after-care in suprapubic prostatectomy; some new 
features. T.L. DeAvor. Am. J. Surg., 1920, xxxiv, 181. 
[412] 


The cautery in acute epididymitis. J.C. Vinson. South. 


M.J., 1920, xiii, 514. 
Experiences in testicle transplantation. L. L. STANLEY. 
California State J. Med., 1920, xviii, 250. [412] 


Miscellaneous 
Urology in practical medicine. SCHLANGINTROCIT Y 
CHENER. Prog. de la clin., Madrid, 1920, viii, 210. 


SURGERY OF 


Eye 


Interesting eye cases. A. G. Forr. Internat. J. Surg., 
1920, XXXili, 235. 

Headache from the standpoint of the ophthalmologist 
and otolaryngologist. E.G. Git. Med. Rec., 1920, xeviii, 
12. 

Gummata of the eyelid. M.S. Mayou. 
Med., Lond., 1920, xiii, Sect. Ophth., 6r. 

Pulsating exophthalmos. H. GrimsDALeE. 
Soc. Med., Lond., 1920, xiii, Sect. Ophth., 37. 

A case of blindness following a severe loss of blood. 
M. Goreruitz. Klin. Monatsbl. f. Augenheilk., 1920, Ixiv, 
763. 
E-mbolism of the central artery of the retina; restoration 
by forcible massage. H. V. WuRDEMANN. Am. J. Ophth., 
1920, ili, 513. 

Gunshot wound in the occipital lobe. N. B. B. FLeminc. 
Proc. Roy. Soc. Med., Lond., 1920, xiii, Sect. Ophth., 39. 

Tenotomy of the inferior oblique. H. J. Howarp. 
Arch. Ophth., 1920, xlix, 381. 

The treatment of prolapse of the iris following accidental 
perforating wounds, with a note on the removal of non- 
magnetic foreign bodies from the anterior chamber. 
C. GouLpen. Proc. Roy. Soc. Med., Lond., 1920, xiii, 
Sect. Ophth., 67. 

Unilateral blindness (war traumatism) followed later 
by blindness in fellow eye. H. F. HANSELL. Am. J. Ophth., 
1920, iii, 511. 

New growth of the retina. N. B. HARNAN. 
Soc. Med., Lond., 1920, xiii, Sect. Ophth., 42. 

Cyst of the orbital portion of the lachrymal gland. 
W. H. McMutten. Proc. Roy. Soc. Med., Lond., 1920, 
xiii, Sect. Ophth., 64. 

Elevation of the conjunctiva near the limbus previous to 
cataract extraction. A. WHiTMIRE. J. Am. M. Ass., 1920, 
Ixxv, 177. 

Petrolatum in the anterior chamber following cataract 
extraction. A.Wuitmire. J. Am. M. Ass., 1920, Ixxv, 309. 

The extraction of a right dislocated lens; subluxation 
of the left lens, which shows suspensory ligament. J. H. 


Proc. Roy. Soc. 


Roy. 


Proc. 


Proc. Roy. 


THE 





ABSTRACT OF SURGERY 


Some causes of disturbances of urination. A. T. Oscoon. 
Internat. J. Surg., 1920, xxxiii, 223. 

The treatment of incontinence in the female. G. Prar- 
tTorius. Ztschr. f. Urol., 1920, xiv, 265. 

The significance of hematuria: a study of 100 personal 
cases. A. L. Cnute. Boston M. & S. J., 1920, clxxxii, 
623. {413} 

A new method of preparing wax-bulb catheters or bougies 
for use through any operating cystoscope. T. M. Davis. 
J. Am. M. Ass., 1920, Ixxv, 310. 

A new method of finding the posterior end of the urethra 
in external urethrotomy. Rarrin. J. d’urol. méd. et 
chir., 1920, ix, 201. 

The enterohepatic theory of the cause cf urobilinuria. 
M. Lappé and P. A. Carré. Presse méd. Par., 1920, 
XXVili, 353. 

The diagnosis and treatment of tuberculosis of the 
genito-urinary tract. A. H. Crosse. Boston M.&S. J., 
1920, clxxxiii, 134. 

Anurias due to tumor of the pelvic colon. R.pE BUTLER 
D’ORMOND. J. d’urol, méd. et chir., 1920, ix, 1g0. 

Chronic complications following gonorrhoea, their 
recognition and management. G. REINLE and EF. S$ 
DePuy. Am. J. Surg., 1920, xxxiv, 183. 


AND EAR 


Med., 


EYE 


PARSONS. 
Ophth., 57. 

Extraction with peripheral iridectomy, endophthalmitis, 
central iridectomy (‘‘irodotomy”’) with a hook. J. H. 
Parsons. Proc. Roy. Soc. Med., Lond., 1920, xiii, Sect. 
Ophth., 56. 

Addition to Lindgren’s work. “Fat transplantation 
into Tenon’s capsule after enucleation of the eyeball, and 
the technique.”’ M. Bartets. Klin. Monatsbl. f. Augenh., 
1920, lxiv, 700. 

Apparent sympathetic ophthalmia developing nine 
months after enucleation with implantation of a gold 
ball into Tenon’s capsule. D. N. Dennis. Am. J. Ophth., 
1920, iii, 497. 

The reactions of the ocular apparatus to syphilis. W. F. 
Harpy. Am. J. Syph., 1920, iv, 438. {414] 


Proc. Roy. Soc. Lond., 1920, xiii, Sect. 


Ear 

Surgical problems in otologic work. E. R. CARPENTER. 
Texas State J. Med., 1920, xvi, 121. 

On syringing ears. T. S. WiLson. 
CV, 70. 

The responsibility of the physician in the prevention 
tv. dull hearing. G. J. PALEN. Hahneman. Month., 1920, 
Vv, 414. 

The treatment of dull hearing, the result of affections 
of the upper respiratory tract. J.V.F.Criay. Hahneman. 
Month., 1920, lv, 418. 

The relation of hypertension and hypotension of the 
membrana tympani to deafness and tinnitus. H. M. 
Hays. N. York M. J., 1920, cxi, 1067. {414} 

The reactions of the ear, nose, and throat in syphilis. 
W. E. Saver. Am. J. Syphilis, 1920, iv, 430. 

Acute suppurative otitis media. A.W. Howe. J.-Lancet, 
1920, xl, 366. 

Acute middle ear infections in children from the stand- 
point of the otologist. T. L. Saunpers. Laryngoscope, 
1920, Xxx, 361. 

Misleading conditions in acute suppurative otitis media. 
J.J. Pattee. Colorado Med., 1920, xvii, 180. {414} 


Practitioner, 1920, 














Acute middle ear infections in children from the stand- 
point of the pediatrist. L. E. LAFrerra. Laryngoscope, 
1920, XXX, 357. 

The result of healing of chronic middle ear suppuration. 
L. CottepGEe. Proc. Roy. Soc. Med., Lond., 1920, xiii, 
Sect. Otol., 105. 

A case of chronic suppuration in the left ‘‘attic” with 
few objective or subjective symptoms while extensive 
suppuration was found to be present in the antrum and 
mastoid cells. H. Tirtey. Proc. Roy. Soc. Med., Lond., 
1920, xiii, Sect. Otol., or. 

A case of purulent otitic meningitis; operation; recovery. 
J. F. O'Mattey. Proc. Roy. Soc. Med., Lond., 1920, xiii, 
Sect. Otol., 72. 

Labyrinthitis: diffuse purulent meningitis; labyrinthec- 
tomy; cure. P. Watson-WiLi1AMs. Proc. Roy. Soc. Med., 
Lond., 1920, xiii, Sect. Otol., 73. 

Germ life—the mastoid bone as a living medium. 
A. Kaun. Laryngoscope, 1920, Xxx, 434. 

Acute otitis media in an infant with acute swelling back 
of the ear. G. E. SuHampaucH. Surg. Clin. Chicago, 
1920, iv, 605. 

The differential diagnosis between mastoid suppuration 
and Pott’s disease. G. Morinart. Riforma med., 1920, 
XXXVi, 550. 

Misleading symptoms and roentgen-ray findings in 
suspected mastoid abscess. R. McKinney. J. Am. M. 
Ass., 1920, Ixxv, 89. 

Preventive mastoidotomy. G. Younc. Glasgow M. J., 
1920, N.S. Xii, 43. [414] 

Report of two atypical cases of acute mastoiditis. 
W. D. Jones. Texas State J. Med., 1920, xvi, 123. 





BIBLIOGRAPHY OF CURRENT LITERATURE 431 


A case in which a blow on the mastoid process caused 
partial destruction of the auditory nerve with destruction 
of the vestibular nerve. T. B. Layton. Proc. Roy. Soc. 
Med., Lond., 1920, xiii, Sect. Otol., 102. 

A case of right mastoid suppuration causing left sided 
facial paralysis. E. Watson-WILLiAms. Lancet, 1920, 
cxcviii, 1364. 

A case of Bezold’s mastoiditis. J. F. OMALLEy. Proc. 
Roy. Soc. Med., Lond., 1920, xiii, Sect. Otol., ror. 

Symptomless influenzal (streptococcal) mastoiditis. 
F. F. Murcke and C. G. Hirt. Lancet, 1920, 7 241. 

414] 

A case of operation for acute mastoiditis at the age of 
84, with recovery. E. J. Butter. Med. Press, 1920, n.s. 
CX, 50. 

Rupture of the tympanum from shell explosions. F. 
CHAVANNE. Laryngoscope, 1920, xxx, 441. {415} 

Rodent ulcer of the external auditory canal. S. Scorr. 
Proc. Roy. Soc. Med., Lond., 1920, xiii, Sect. Otol., 83. 

Epithelioma of the external auditory canal which in- 
vaded the tympanum. S. Scott. Proc. Roy. Soc. Med., 
Lond., 1920, xiii, Sect. Otol., 83. 

Notes on epithelioma of the external auditory canal 
which invaded the mastoid antrum without affecting the 
drum. S. Scorr. Proc. Roy. Soc. Med., Lond., 1920, 
xiii, Sect. Otol., 84. 

The modern technique of the tympanomastoidean 
operation. D. T. Atkinson. Internat. J. Surg., 1920, 
XXXiii, 211. (415) 

A diploétic type of temporal bone and its surgical im- 
portance. A. B. CHEATLE. Proc. Roy. Soc. Med., Lond., 
1920, xiii, Sect. Otol., 97. 


SURGERY OF THE NOSE, THROAT, AND MOUTH 


Nose 


External nasal deformities and their correction. S. 
IsrAEL. Texas State J. Med., 1920, xvi, 124. 

An original method of submucous operation on the 
septum. L. Kitemptner. Ann. Otol., Rhinol. & Laryngol., 
1920, XXiX, 447. [416] 

The indifference of the laryngologist toward tuberculous 
laryngitis and the tuberculosis problem. W. V. MuLLIn. 
J. Am. M. Ass., 1920, Ixxv, 300. [416] 

The clinical significance of the bacteriological examina- 
tion of the accessory nasal sinuses and the ears. M. ArM- 
STRONG. J. Iowa State M. Soc., 1920, x, 209. 

Roentgenography and transillumination; comparative 
value in diagnosis of diseases of the frontal and maxillary 
sinuses; author’s method of transillumination. H. H. 
Briccs. J. Am. M. Ass., 1920, Ixxv, 298. [416] 

Anesthesia in nose and throat work: abstract of the 
report of the Committee on the Advantages and Disad- 
vantages of Various Local Anesthetics. E. Meyer, R. M. 
SKILLERN, and R. SONNENSCHEIN. J. Am. M. Ass., 1920, 
Ixxv, 315. [416] 

Diseases of ethmoidal and sphenoidal sinuses. J. H. 
Harter. Northwest Med., 1920, xix, 165. 

Nasal obstruction simulating persisting head colds. 
G. E. SHampaucu. Surg. Clin. Chicago, 1920, iv, 597. 

Bilateral chronic empyemata of the frontal sinuses: 
two patients on whom the external operation has been 
performed. H. Tittry. Proc. Roy. Soc. Med., Lond., 
1920, xiii, Sect. Laryngol., 135. 

Multiple sinusitis with necrosis of the frontal septum. 
J. Donetan. Proc. Roy. Soc. Med., Lond., 1920, xiii, 
Sect. Laryngol., 137. 





Serious complications in the puncture of the maxillary 
antrum; investigations, by experiments on animals, of 
the reflexes produced from the mucous membrane of 
the antrum; air emboli after antrum puncture. R. 
Gorpinc. Ann. Otol., Rhinol. & Laryngol., 1920, xxix, 
293. {417} 

A new or hitherto undescribed form of maxillary sinusitis. 
R. H. SKILLERN. Ann. Otol., Rhinol. & Laryngol., 1920, 
XXiX, 437. [417] 

The ethmoid problems. R. H. SKILLERN. Texas State 
J. Med., 1920, xvi, 116. 

Conservative operation of the nasal accessory sinuses. 
J. J. Suttivan, Jr. Pennsylvania M. J., 1920, xxiii, 581. 


{417} 
Glioma of the nasal fosse. ANGLADE and PuHiip. 
Presse méd., Par., 1920, xxvii, 464. [418] 


A case of sarcoma of the nasopharynx with some interest- 
ing features. D. Roy. Ann. Otol., Rhinol. & Laryngol., 
1920, Xxix, 366. [418] 

Exophthlmos and third nerve palsy due to acute empyema 
of the posterior ethmoidal sinus cured by intranasal opera- 
tion. H. T. Va. Laryngoscope, 1920, xxx, 355. 

A case of cyst of the floor of the nose. J. F. O’MALLEY. 
Proc. Roy. Soc. Med., Lond., 1920, xiii, Sect. Laryngol., 
155. 

Throat 


Gunshot wounds of the neck. Tuost. Ztschr. f. Ohren- 
heilk., 1920, Ixxix, 190. 

The abortive treatment of peritonsillar infection. W. R. 
Tuompson. Texas State J. Med., 1920, xvi, 129. 

A case of multiple bone formation in the tonsils. J. E. 
CaLHoun. Laryngoscope, 1920, xxx, 428. 





























































ace? = a 


+ 


> ee 


owner 


So ee eee 


nares 


SS ee 


AF wish aI 





432 


What constitutes good tonsil surgery? J. W. Mac 
ConnELL. Charlotte M. J., 1920, Ixxxii, 18. 

A plea for more careful tonsil and adenoid operation. 
F. Boyp. Texas State J. Med., 1920, — 131. 

The status of tonsillectomy i in Texas. S. N. Key. Texas 
State J. Med., 1920, xvi, 130. 

The technique of tonsillectomy under local anesthesia. 


M.M.Cuttom. Laryngoscope, 1920, xxx, 419 [418] 
A new tonsillectomy technique. B. C. DAvies. Ann. 
Otol., Rhinol. & Laryngol., 1920, xxix, 396. [419] 


Further consideration of the tonsil operation with special 
reference to hemorrhage control. G. S. MCREYNOLDs. 
Texas State J. Med., 1920, xvi, 132. 

Tonsillectomy in the adult under local anesthesia by the 
Sluder method. R. McKinney. Laryngoscope, 1920, 
XXX, 420. 

Specimen of papilloma removed from the left vocal cord 
of an elderly clergyman. J. D. Grant. Proc. Roy. Soc. 
Med., Lond., 1920, xiii, Sect. Laryngol., 153. 

Acuminated sessile fibroma at the middle of the right 
vocal cord. J. D. Grant. Proc. Roy. Soc. Med., 1920, 
xiii, Sect. Laryngol., 152. 

Minute sessile fibroma destroyed by means of the gal- 
vanocautery. J. D. GRANT. Proc. Roy. Soc. Med., Lond., 
1920, xiii, Sect. Laryngol., 152. 

Small globular fibroma causing extreme hoarseness in 
a voice user. J. D. Grant. Proc. Roy. Soc. Med., Lond., 
1920, xiii, Sect. Laryngol., 152. 

Fibroma of the right vocal cord in an exceptionally 
intolerant subject. J. D. Grant. Proc. Roy. Soc. Med., 
Lond., 1920, xiii, Sect. Laryngol., 151. 

Fibroma of the left vocal cord in the subject of incipient 
tuberculosis of the larynx. J. D. Grant. Proc. Roy. Soc. 
Med., Lond., 1920, xiii, Sect. Laryngol., 151. 

Hemorrhage during or after thyrofissure in the removal 
of the vocal cord for intrinsic cancer of the larynx, and 
the chief vessel concerned; and its control. I. Moore. 
Proc. Roy. Soc. Med., Lond., 1920, xiii, Sect. Laryngol., 
132. 

Tuberculomata of the larynx. J. A. Pratt. 
Rhinol. & Laryngol., 1920, xxix, gor. 


Ann. Otol., 





INTERNATIONAL ABSTRACT OF SURGERY 


Case of neoplasm (?) of the larynx. W. M. Mo ison. 
Proc. Roy. Soc. Med., Lond., 1920, xiii, Sect. Laryngol., 150. 

Intrinsic cancer of the larynx, impaired mobility of the 
affected cord in diagnosis and prognosis: observations 
based on 44 cases treated by laryngofissure. G. THompson. 
Lancet, 1920, cxcix, 183. [419] 

Child suffering from retained tracheotomy tube. W. D. 
HARMER. Proc. Roy. Soc. Med., Lond., 1920, xiii, Sect. 
Laryngol., 148. 

The treatment of cicatricial web stenosis of the larynx 
and trachea. H. L. Lynau. Laryngoscope, 1920, xxx, 343. 

Suspension laryngoscopy as a means of diagnostic and 
operative approach to the larynx. R. C. Lyncw. Ann. 
Otol., Rhinol. & Laryngol., 1920, xxix, 417. 

Experience with Gluck’s method of laryngectomy. 
R. Botrey. Rev. espaii. de med. y cirug., 1920, iii, 65. 

Direct laryngoscopy. S. A. FriepBerG. Ann. Otol., 
Rhinol. & Laryngol., 1920, xxix, 410. 


Mouth 


The need for closer relationship and co-operation between 
dentist and physician as revealed by focal infections. C. E. 
SmitH. Illinois M.J., 1920, xxxviii, 19. 

Histopathology of the jaws and apical dental tissues. 
XII. Interstitial gingivitis and pyorrhoea alveolaris. 
E. S. Tatsor. Dental Cosmos, 1920, Ixii, 856. 

Infected apices of teeth and pyorrhoea alveolaris: their 
dental and systemic relation. A. WESTLAKE. Med. Rec., 
1920, xcviii, 52. 

Remote manifestations of focal dental infections, with 
case reports. R. FERNANDEZ. Internat. J. Orthodont. & 
Oral Surg., 1920, vi, 446. 

A further note on the etiology of ranula. 
Surg., Gynec. & Obst., 1920, xxxi, 82. 

Paradental cysts of the superior maxilla. M. P. JAcQues. 
Med. Press, 1920, n. s. cx, 9. 

Vincent’s stomatitis and associated manifestations, 
a report of 175 cases of Vincent’s stomatitis and 153 cases 
of pyorrhoea alveolaris. A.G. BUEHLER. Dental Cosmos, 
1920, lxii, 847. 


R. M. Lewis. 





